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As the formal leaders of their organizations, hospital administrators playa major
role in ensuring that their hospitals meet the challenge of continually improving the care
that is provided within their organizations. While the literature identifies some of the
things that these leaders should be doing to lead their organizations toward providing
exemplary care, the literature is lacking with regard to the specifics of how those who are
successful are actually able to do so.
This study sought to fill this gap in the literature through a qualitative
examination of hospital administrators' perceptions of their roles in Q I. The results of this
study are based upon iterviews that were conducted with seven hospital administrators of
organizations that have been recognized as providing outstanding care. Theoretical
strategies that can be used by other hospital administrators who have a desire to improve
quality within their organizations were identified and are presented.
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CHAPTER I: INTRODUCTION
Background and need
The popular and academic literature is full of examples that demonstrate that there
is a need to improve the quality of healthcare in the United States. In fact, the situation
was so dire at one point that the Institute of Medicine (10M) used the stunning analogy in

To Err is Human that the number of deaths due to medical errors would be equivalent to
having a jumbo jet crash each and every day (Kohn, Corrigan, & Donaldson, 1999).
This could easily be viewed as the first major public call to improve healthcare.
While authors such as Donald Berwick (1990) and various organizations had called for
improvement over the years, To Err Is Human might be viewed as a pivotal moment in
healthcare quality in that the report's findings were highly publicized in the national press
and media. Bringing these issues into the light of the mainstream media served to put a
certain amount of pressure on almost all of the stakeholders in healthcare. Wachter (2004,
p. 535) effectively summarized the impact of this report when he stated, "even if it were
not a jumbo jet of deaths per day but rather a Greyhound bus's worth, it is clear that a
terrible danger had been, but could no longer be, ignored."
The 10M followed To Err Is Human with Crossing the Quality Chasm in 2001.
According to Berwick & Joshi (2005), the latter provided a roadmap or a strategy to
ultimately address the issues that were outlined in the former. In short, while To Err Is

Human could be considered a call to action, Crossing the Quality Chasm was the 10M's
answer to that call.
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Progress has been made. It has now been nine years since To Err is Human was
published and seven years since Crossing the Quality Chasm was published and there is
evidence that some progress has been made. For example, the Agency for Healthcare
Research and Quality's (AHRQ) 2006 National Healthcare Quality Report (NHQR)
identifies 40 core report measures within the categories of effectiveness of care: HIV and
AIDS, maternal and child health, mental health and substance abuse, respiratory diseases,
nursing home and home health care, patient safety, timeliness of care, and patient
centeredness. The 2006 NHQR noted "of the 40 core report measures with trend data, 26
showed significant improvement, two showed significant deterioration, and 12 showed no
change (AHRQ, 2006)." The core areas that were improving at a faster rate included
hospital quality measures which address care for heart attacks and heart failure, care for
pneumonia, and postoperative safety. In a somewhat older study, Leatherman and
McCarthy (2002) also found improvement in the quality of care for Medicare
beneficiaries, especially in targeted areas such as the treatment of heart attacks, diabetic
outpatient care, and mammography.
The need for continued improvement. Although progress has been made, there is
still a great deal of room for improvement. For example, the 3.1 % rate of overall
improvement in the 2006 NHQR was only slightly better than the 2.8% rate of
improvement that was observed in the 2004 and 2005 NHQR reports and there continues
to be significant variation in the degree of improvement that has been seen in the
location, setting, and phase of care (AHRQ, 2006). Further, while 26 of the 40 NHQR
core report measures showed significant improvement, there continues to be room for
improvement within these measures. In addition, these numbers are quite similar to those
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of2005 (AHRQ, 2006), and in 2005, the Director of AHRQ stated the following about
the need for continued improvements:
In so many cases, we already know in detail the kind of care we should be delivering. We have the
evidence. We have the measures. And yet we remain so far short of having the performance. More
than that, we still see such variation in quality-from one clinic to another and one state to another
(Clancy, 2005).

Finally, despite the obvious increased focus on patient safety in the past decade,
Healthgrades (2007), an organization that has examined hospital quality since 1998,
found that there were 1.16 million patient safety incidents among 40 million
hospitalizations of Medicare patients and that there were almost 250,000 potentially
preventable deaths from 2003-2005. These statistics clearly indicate a need to continue to
Improve.
The complexity of the problem. The quarter of a million potentially preventable
deaths alone make it absolutely clear that there continues to be a need to focus on
healthcare quality and that the need to improve continues to be quite urgent. However,
the large numbers of patient encounters that take place each year make it equally as clear
that broad based improvement is not a simple matter. Consider the fact that there are over
5000 hospitals in the United States (American Hospital Association, 2007) and they
employ over 5 million employees (U.S. Census Bureau, 2005). These hospitals handle
over 33 million inpatients per year and over 110 million emergency room visits (U.S.
Census Bureau, 2005). If one considers that those 5 million hospital employees each have
multiple enco~ters with the 143 million patients who visit their hospitals each year, the
complexity of improving the quality of our healthcare system can seem quite staggering.
Yet, while it is a very complex and difficult endeavor to improve quality and many
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organizations are struggling to do so, there are also some organizations that are finding
success in their efforts.
For example, Healthgrades (2007) found there was a wide gap between higher
performing hospitals and lower performing hospitals in that the highest performing
hospitals had 40% lower occurrence of patient safety incidents. This raises a question as
to whether these organizations, and more specifically, the leaders of these organizations,
are doing anything differently than other organizations in terms of their approach to
improving quality. If they are, then it follows that the things they are doing might be of
great interest to the leaders of other hospitals that seek to improve quality but are having
difficulty doing so.
The role of hospital administrators. Hospital administrators and other senior
leaders are increasingly being asked to become more involved in quality improvement
(QI) efforts (Committee on Quality of Health Care in America, 2001). In addition, the
availability of infonnation regarding the quality of care of healthcare organizations has
dramatically increased. Whereas the quality of a healthcare organization may have been
somewhat opaque in the past, the healthcare consumer can now find information
regarding hospital quality in a matter of minutes. Sources of this information include
federal agencies such as the Centers for Medicare and Medicaid Services (CMS) and
AHRQ, states, and private organizations such as The Joint Commission, Healthgrades,
and the Leapfrog Group.
Hibbard, Stockard, and Tusler (2003) note that public reporting of quality
information is thought to increase the motivation to improve as a result of three factors:
(1) making this information available encourages a more informed consumer and results
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in an increased market share; (2) they can have a positive or negative impact on the
public image or reputation of a given hospital; and (3) the reports themselves will be
sufficient to stimulate QI within a given organization. Of the three, they found that
concern over reputation was a key driver of subsequent improvement efforts and that this
was likely to be a well-founded concern as consumers who had been exposed to the
public report were more likely than others to accurately remember the results (Hibbard,
Stockard, & Tusler, 2005). Finally, they noted that there could be negative fmancial
ramifications for a hospital through a reduction in their ability to raise funds and potential
disruptions in their relationships with physician providers.
These factors are likely to place a certain amount of pressure on hospital
administrators to increase their roles in the QI activities of their organizations. For those
who choose to do so, there is evidence that they can playa pivotal role in the success or
failure ofQI efforts. For example, researchers such as Bradley, Holmboe, Mattera,
Roumanis, Radford, & Krumholz (2003) found that higher performing hospitals often
had hospital administrators who were actively involved in QI efforts and Wiener,
Shortell, & Alexander (1997) found that the involvement of senior leaders in QI efforts
had a positive impact on clinical involvement. Further, Vaughn, Koepke, Kroch,
Lehrman, Sinha, and Levey (2006) found that hospitals perform better in terms of quality
when the hospital administrator is identified by others as the person who has the greatest
impact on QI. Finally, LeBrasseur, Whissell, & Abhoy (2002) found a positive
correlation between the success of QI programs and hospital administrator involvement
and leadership.
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What we need to know. While this research indicates that the involvement of
hospital administrators in QI efforts can serve to advance and strengthen these efforts,
there is still a lack of clarity with regard to their specific roles and actions. Bradley et al.
(2003) partially addressed this issue when they identified five common roles and actions
of management's involvement in, and support of, QI activities. These investigators
conducted a qualitative study of eight hospitals and conducted in-depth interviews with
45 clinical and administrative staff. Their findings revealed that study participants
indicated hospital administrators should be personally engaged in QI activities, have a
positive relationship with clinical staff, promote a culture of quality, provide support for
QI in the organizational structure., and ensure that adequate resources are provided.
Their recommendations provide an excellent base to build upon in that they
provide a framework that describes the things that hospital administrators should be
doing to improve quality within their organizatons. However, there is still work to be
done with regard to specifics of how they should go about doing these things. For
example, when discussing personal engagement in QI activities, the investigators noted
that succesful senior leaders garner support for QI activities within the organization and
with the board. Yet., there is still a question of how they do this. What do they do that
helps them to garner support, what barriers do they face., and how can they overcome
them? The questions related to the specifics of how these leaders and their organizations
have become successful seem to be applicable to all five of the identified areas of
invovement that were identified by the authors and a deeper exploration is warranted.
Purpose. If a hospital administrator has a desire to improve the quality of his or
her organization, but is unsure as to how to go about doing so, it is these types of
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specifics that are likely to be of the greatest value and interest. Yet, as was noted
previously, the literature is lacking in this regard. Therefore, this study seeks to fill the
gap in the literature through an examination of hospital administrators' perceptions,
ideas, strategies, and activities with regard to their roles in QI within hospitals that have
excelled in QI.
Problem Statement
Two things are clear. First, there continues to be a need to improve the quality of
healthcare. Second, there is evidence in the literature that it is beneficial for senior leaders
such as hospital administrators to be involved in QI (Bradley et aI., 2003; Lebrassuer et
aI., 2003; Vaughn et aI., 2006; and Wiener et aI., 1997). Yet, there is still a great deal that
is not known about how hospital administrators perceive the specifics of their actual roles
and activities in those hospitals that have experienced success with regard to improving
quality. Bradley et al. (2003) touched on this subject in that their sample did include five
senior managers, however there continues to be a need to delve much deeper into this
area in an attempt to flesh out the "how" of the involvement of the most senior
executives. It is expected that the information gained from this study may be of interest to
hospital administrators who have a desire to respond to the call to increase their
involvement in QI but are unsure as to how they should proceed.
Research Questions
Bradley et al. (2003) identified five five common roles and actions of
management's involvement in, and support of, QI activities. These roles include
engagement in QI activities, developing positive relationships with clinical staff,
promoting a culture of quality, providing support for Q I in the organizational structure,
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and ensuring adequate resources are provided. This study seeks to expand upon this
research through an exploration of the specifics of how hospital administrators are
involved in improving the quality of their organizations within the context of these
findings. Specifically, the following research questions will be investigated:
1. What are hospital administrators in organizations that achieve excellence
in terms of quality of care doing that enables them to contribute to the
improvement and attainment of quality of care in their organizations?
2. What barriers have they faced, and if they have overcome them, how have
they done so?
Population
The population of interest is the hospital administrators whose facilities have
demonstrated excellence in terms of the quality of care that they provide as evidenced by
their selection as Care Science Select Practice National Quality Leaders (NQL) or
through their inclusion in the Thompson Top Hospitals Top 100 Hospitals Performance
Improvement Leaders (TPIL). Premier/CareScience uses the most current CMS data to
identify the top 1% of hospitals in terms of quality and efficiency while Thompson
identifies those hospital management teams that have led their organizations to the fastest
rate of overall improvement over a five year period. In the summer of 2008 there were
149 hospitals that meet the criteria above; therefore, the number of potential participants
is also approximately 149.
Assumptions
The primary assumption is that administrators of hospitals that demonstrate
excellent clinical care are performing roles and activities that enhance the quality of their
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organizations and that they are willing to honestly and candidly share their thoughts,
ideas and strategies. It is also assumed that administrators will be able to clearly articulate
their activities and that the researcher will be able to understand what they are conveying
and capture their actions as findings for this study.
Significance
It is expected that this research will add to the body of knowledge by providing a
greater depth of understanding of the role of hospital administrators in QI. This study
may yield findings that could contribute to the generation of new concepts and theories
about how administrators are able to contribute to improving clinical quality in their
organizations. They may also be helpful and transferable to other administrators in other
healthcare organizations.
Operational Definitions
This study uses specific tenns to mean the following: 1) Hospital administrator
will be used to describe the president or chief executive officer of a hospital; 2) QI refers
to the activities and methodologies that are being used in a given organization to improve
quality of care; 3) Board refers to the governing body of the organization such as a Board
of Directors or a Board of Trustees; and 4) For the purposes of this study, high
performing hospitals with regard to quality and/or excellence in quality of care will be
defined as hospitals that are selected as a 2007 NQL or as a TPIL.
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CHAPTER TWO: LITERATURE REVIEW
Introduction
This review of the literature is divided into two sections. In the first section, the
need to change, that is, the need to improve the quality of healthcare in the United States
will be examined. This section will briefly examine the current state of healthcare quality
in the United States, the degree of success that has been realized thus-far, and the need to
continue to improve quality.
The second section will explore the methods and techniques that leaders use to
overcome the barriers to change within their organization and ultimately improve the
quality and performance of their organization. This will include an examination of both
the change management and QI literature within the context of the five roles and actions
of management's involvement in, and support of, QI activities that were identified by
Bradley et al. (2003).
Finally, the findings of the literature review will serve as the basis for the research
questions and the specific interview questions. Specifically, each leadership role and
action will be compared to the findings in the literature and the key unanswered questions
that relate to how hospital administrators who are successful (in terms of quality) perform
or implement these roles and activities will be identified. In short, the literature will be
examined within the context of the framework developed by Bradley et al. (2003) in an
effort to identify unanswered questions related to how these leaders implement their
recommendations.
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The Need to Improve
Introduction
There was a time when there were really only four ways that hospital
administrators could lose their jobs: 1) Lose money; 2) Have conflicts with physicians; 3)
Have conflicts with key board members that could not be resolved; and 4) Have the
hospital's name appear in the news for doing something illegal or unethical (The
Governance Institute, 2006). However, there is now a fifth reason that has begun to be
acknowledged: Miss the quality targets that are set by the board (The Governance
Institute, 2006).
The need to continue to improve
This simple example is quite indicative of a fundamental change in the state of QI
in healthcare in that it serves as evidence that QI has been introduced as a key aspect to
the success or failure of a hospital administrator. As was mentioned previously, there was
a time where the situation with regard to the quality of care that was delivered in the U.S.
was so dire that the 10M made the statement in To Err is Human that deaths in the United
States from medical errors is equivalent to having a jumbo jet crash each day (Kohn,
Corrigan, & Donaldson, 1999) .
While the situation has certainly improved over the years, there is still a great deal
of work that must be done. For example, as a result of their study of over 5000 hospitals
in a three year period, Healthgrades (2007) estimates that 266,604 lives could be saved if
all hospitals performed at the level of the best hospitals. In addition, the most recent
NHQR states that healthcare quality continues to improve, but it is improving at a slower
rate than in previous reports (AHRQ, 2007). The 2007 NHQR further notes that variation
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in the quality of healthcare has been reduced, but there are still measures such as those
related to restraints and diabetes that continue to be problematic. Finally, Denham (2005)
notes that 400/0 of consumers and 33% of physicians reported that they, or someone they
know, has experienced a medical error. In the case of the consumers, 25% of these errors
resulted in death, disability, or severe pain versus 20% for the physicians.
However, the "good news" is that attention to improving the quality and patient
safety continues to increase. For example, a 2007 study of hospital administrators and
senior human resource directors in 119 healthcare organizations found that 67% felt that
the emphasis on improving quality had increased and 62% felt it would continue to
increase (Integrated Healthcare Strategies, 2007). Further, they found that QI efforts were
evident in over 80% of hospitals they examined and that number continues to increase
(Integrated Healthcare Strategies, 2007).
Still, it cannot be overlooked that, while the focus on QI seems to have expanded,
it is possible healthcare organizations may have reached a point where, despite their best
efforts, they are beginning to struggle to continue to make significant improvements in
quality. This may be indicative of a situation where all of the "easy" improvements have
been made for many of these organizations and they must now begin to focus on making
improvements that are much more complex and difficult to implement. In short, the
possibility exists that the "low hanging fruit" has been "picked" by many of the
healthcare organizations that have been in the forefront of improving quality. If this is the
case, and the "easier" work has been done, then the role of leadership in improving
quality becomes even more important. Thus, this is the focus of the second section of the
literature review, and ultimately this study.
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Leading Improvement
Introduction
At the most basic level, QI is change. When an organization attempts to improve
the quality of a given process or even the entire organization, those within the
organization are really implementing some sort of change (or changes) to effect the
improvement. As anyone who has attempted to make a difficult change within their
personal life can attest, change can be quite difficult for one person, let alone an entire
organization. Perhaps then, it is not surprising that Niven (2002) notes that 90% of
organizations fail to implement their strategies and ultimately fail to transform their
organizations.
In the case of an organization, implementing widespread improvements in quality,
as has been called for in Crossing the Quality Chasm, requires commitment to common
organizational goals and a common organizational vision at every level within the
organization. While there must be leaders at all levels for transformation to occur
(Bengoa et aI., 2006; Ginter, Swayne, & Duncan, 2002; Tichy & Cohen, 2002;), the
process of improving an entire organization is so complex that it demands that there be
strong, effective leadership at the highest levels (Ginter, Swayne, & Duncan, 2002;
Kotter, 1996; Newsome & Davis, 1997; Niven, 2002;). Conversely, failure to ensure that
the senior leaders of an organization are in front of the change will almost certainly doom
the effort to failure (Bengoa et aI., 2002; Ginter, Swayne, & Duncan, 2002; Kotter, 1996;
Niven, 2002). To highlight the importance of leadership with regard to change efforts,
Ginter, Swayne, & Duncan ( 2002, p. 40) stated that "the CEO is a strategic manager with
the preeminent responsibility for positioning the organization for the future." Denham
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(2006, p. 45) further states that "leadership has been identified as the single most
important ingredient to transformational improvement."
Leadership and quality in healthcare. As is the case with the relationship between
leadership and change, there is evidence that effective leadership can have a direct and
dramatic influence on QI activities in hospitals. For example, researchers such as Bradley
et al. (2003) found that higher performing hospitals often had hospital administrators who
were actively involved in QI efforts and Wiener et aI., (1997) found that the involvement
of senior leaders in QI efforts had a positive impact on clinical involvement. Further,
Vaughn et al. (2006) found that hospitals perform better in terms of quality when the
hospital administrator is identified by others as the person who has the greatest impact on
QI. Finally, LeBrasseur et ai. (2002) found a positive correlation between the success of
QI programs and hospital administrator involvement and leadership.
Thus, given the importance of leadership in change and QI efforts, especially with
regard to healthcare, it becomes quite important to establish frameworks upon which
hospital administrators can base their efforts. As was discussed in the introduction, the
work of Bradley et al. (2003) is one of the few studies that have established such a
framework in that their work identified the roles of senior leaders of healthcare
organizations in QI efforts. Vaughn et al (2006) also examined the role of leadership in
QI efforts. However, their focus was on the degree to which hospital leadership is
engaged in quality and the relationship between that engagement and quality outcomes
versus the specific roles of leaders with regard to QI initiatives. Thus, their findings will
be discussed as a part of the literature review while the findings of Bradley et al. (2003)
will be used as a framework for this study.
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A Framework for Leadership in Healthcare 01
In their research, Bradley et al. (2003) conducted a qualitative study of 45
hospitals using in-depth interviews with 45 clinical and administrative staff, including
senior leaders and proceeded until theoretical saturation was reached. Their purposeful
sample included eight study hospitals representing different sizes and geographic regions.
Their findings were that the key informants identified five common roles and
activities of leader involvement in QI efforts. These included: 1) personal engagement of
senior managers; 2) promotion of an organizational culture of quality; 3) management's
relationship with clinical staff; 4) support ofQI with organizational structures; and 5)
procurement of organizational resources for QI efforts. They also found that in higher
performing organizations, leaders were personally engaged in QI efforts through active
advocacy, had good relationships with clinical staff, supported an organizational culture
of teamwork and collaboration, and ensured the availability of necessary resources.
They further noted that their findings on leader engagement in QI and the
promotion of an organizational culture and structure that support QI efforts is consistent
with the principles of earlier works on the general topic of QI. They also state, however,
that additional quantitative studies are necessary to confirm or reject the potential
hypotheses that they outline in their report.
In summary, the findings of Bradley et al (2003) identified the things hospital
administrators should be doing to lead QI efforts, while this study will focus on how they
are actually doing those things.
This next section of the literature review has been divided in to five parts that
correspond to the five roles and activities that Bradley et al. (2003) identified as being
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central to the success of hospital administrators with regard to improving quality in their
organizations. The change management and QI literature will be reviewed in an effort to
flesh out the essential elements that relate to the roles and activities that were identified
by Bradley et al. The findings of this literature review will then be synthesized and used
to identify the key unanswered questions that relate to how hospital administrators who
are successful (in terms of quality) perform or implement these roles and activities.
Personal Engagement
Bradley et al. (2003, p. 19) stated that personal engagement of senior managers is
"paramount to the success ofQI efforts." In other words, leaders must be personally
committed to the change effort and they have to have the will to implement it. Reinertson
(2005) said the hospital administrator must be dedicated to leading change efforts instead
of merely affirming them (LeBrasseur, Whissell, & Abhoy, 2002). Denham (2006) states
that, for transformation to occur, the CEO must be personally dedicated to quality. That
is, that he or she must be directly involved in quality activities and the entire organization
must be able to see this involvement.
The question, of course, revolves around how they can demonstrate to everyone in
the organization that they are personally committed to developing an organization that is
focused on QI. While this certainly is not an easy task, a good first step is to set the
direction and vision of the organization and for the hospital administrator to "live" the
vIsIon.
Direction and vision. One of the only ways that the stakeholders of a healthcare
organization can know that the status quo is no longer acceptable is if the hospital
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administrator makes it very clear that the status quo is no longer acceptable. He or she
can do so by clearly setting the direction of the organization by both words and deeds.
The hospital administrator must first have a vision for the future of the organization that
makes it absolutely clear that the organization will be focused on improving quality.
Leadership vision can serve as a vehicle for QI (Siriwardena, 2006). Conversely, Kotter
(1996, P. 7) states the failure to develop an appropriate vision can result in a
transformation effort which "can easily dissolve into a list of confusing, incompatible,
and time-consuming projects that go in the wrong direction or nowhere at all."
Living the vision (walking the talk). It is not enough to develop the vision. If the
hospital administrator is to prove that he or she is personally committed to improving
quality, he or she must "live" the vision. The hospital administrator must lead by
example, be able to inspire others, and he or she must be an embodiment of core values
(Ginter et aI., 2002; Reinertson, 2005). In addition, he or she must have fierce
determination and commitment to the direction of the organization if they wish to be
effective (Collins, 2001).
However, living the vision is a full-time job. If the hospital administrator does not
follow through, employees will feel betrayed, assume they were lied to, and they will
likely revert back to doing what they have always done. Imagine a CEO who is the
architect of a compelling vision for the organization. The CEO presents the vision to the
organization and manages to get almost everyone truly excited about the direction in
which the organization is headed. The CEO says, "Here is our vision of the future",
people take it to heart and believe in it, but the CEO never lives the vision.
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From the point of view of the employee, what he was really saying is, "here is

your vision." Clearly, this is not effective leadership; and in the absence of truly effective
leadership, people will have a tendency to revert back to what they know. Unfortunately,
that is likely to be the status quo.
Demonstrating commitment. Finally, Bradley et al. (2003) states that hospital
administrators can demonstrate a commitment to QI by participating in, or leading QI
teams. In doing so, he or she is sending the message that everyone in the organization is
responsible for improving quality, including the CEO.
In addition, there is evidence that demonstrating a commitment to quality can
have a positive effect on QI efforts. In a mixed-methods study of 63 hospitals, (Bradley,
Webster, Schlesinger, Baker, & Inouye, 2006) the authors found that hospital staff
consistently expressed that having a senior leader who championed quality was very
important to the success of their QI programs. The researchers noted that it was important
that the key individual be in a higher level position with a significant level of
responsibility.
Bradley et aL (2003) also found that successful leaders demonstrate a
commitment to quality by showing an interest in QI data and then widely disseminating
that data. In short, they are the first to tell the organization about improvement data, they
hold up those who are successful in improving quality as organizational heroes, and they
are always the first to say what still needs to be done (Ginter et aI., 2002).
Perceptions. All of these activities have an impact on the perceptions of the
employees within the organization. The leader's job is to overcome their perceptions that
this is simply the latest fad or an exercise in futility. Lin et aL (2005) stated that the
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perception of employees with regard to the direction of the organization and the activities
and support regarding QI are directly related to their perceptions of whether the
implementation of QI activities will lead to improvement. In other words, employees
must believe that the transformation will be successful before they will "put themselves
out there" and commit to the transformation. Thus, the CEO must be able to convince
them of this if he or she wants to get everyone on board.
Key questions. While the literature provides solid general guidelines for leaders
with regard to being personally engaged in QI efforts, there are still questions with regard
to the specifics of their involvement. For example, how do successful (in terms of
quality) hospital administrators engage themselves in QI activities? Do they feel
personally committed? If so, how do they demonstrate those feelings? Do they participate
on teams? If so, what role do they play? Do they include quality or QI as a key
component of their vision? If so, how do they "prove" to the organization that they are
committed to that vision?
Promotion of a 01 culture
It is not enough to simply set the direction and vision of the organziation because
doing so does not ensure that the organization will actually move in that direction. If the
leader is to truly affect change, he or she will have to address the culture that exists
within the organization.
However, there is evidence that doing so can have a positive impact on quality. In
a study of 42 key healthcare executives from 13 hospitals, Barr et aI. (2006) found that
several hospitals felt that having an organizational culture that supports QI, is flexible
with regard to change, and views change in a positive manner is a key to facilitating QI.
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Culture represents the beliefs, norms, and values that are shared among the
organization's employees (Lin, et aI., 2005) (Ginter, Swayne, & Duncan, 2002). Culture
is subjective when it is related to assumptions and meanings. It is objective with regard to
the rituals, history, and ceremonies of the organization (Ginter, Swayne, & Duncan,
2002). Unfortunately, changing the culture of an entire organization is not an easy task.
The culture is built over a period of years and is ingrained in the very fabric of the lives
of the people in the organization (Advisory Commission on Health Conswner Protection
and Quality in the Health Care Industry, 1998; LeBrasseur et aI., 2002). Doing so
requires a significant organizational commitment.
Changing the culture. The first principle in creating a culture of change is that
there must be a reason to change. The hospital administrator must create an atmosphere
where the perception is that the organizaton has a reason to make an immediate change
and that transformation must now be a major strategic focus of the organization
(Denham, 2006; Kotter, 1996).
Once the sense of urgency is established, the leader must provide the road map
that describes how the organization is going to get to the point where it needs to be. In
short, employees must have a clear sense of where the organization is at, where it is
going, and how long it will take to get there. Bradley et at (2003) noted that goal setting
was a key to this process as was the degree to which QI was integrated into those goals.
Again, leading by example is important because employees will believe what they
see. They will watch the personal behavior of the hospital administrator, who is hired,
who is promoted, and whether people are rewarded for believing and implementing the
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culture (Ginter, et aI., 2002). Supervisors must also be held accountable for implentation
of the organizational goals (Lin, et aI., 2005; Kotter, 2006).
Empowerment, risk-taking, and collaboration. Leadership at all levels must be
promoted and people must be empowered to solve problems and begin to act in ways that
are consistent with the vision and values (Ginter, et ai., 2002). Kotter (1996) states that
people simply cannot, or will not, take action if they feel powerless. Leaders have the
ability to motivate through shaping the work environment and to provide the authority for
employees to take risks and share in the vision of the organization (Lin, et ai., 2005).
However, it is also important to note that allowing risk-taking also means that
people are allowed to make mistakes. However, allowing risk-taking without blame is
likely to be worth it. Ginter et aI. (2002, p.40) noted that "innovation in products,
services, and management processes requires that people take chances" but there is very
little chance of success without being able to take chances and not be blamed if they are
wrong. In their study of 23 experts in healthcare quality and healthcare systems, Atkins &
Cole (2005) found that a "culture of blame" was the fifth most frequently cited barrier to
achieving improved patient safety, and therefore improved quality.
Finally, Bradley et ai. (2003) found that collaboration across diverse clinical and
ancillary staff was key to the success of changing the organizational culture. This is
echoed by Ginter et aL (2002), Reinertson (2005), Kotter (1996), and Silow-Carroll
(2007). "Turf' battles, back-biting, interpersonal and inter-departmental conflicts were all
tied to maintaining the status quo with regard to the organizational culture (Bradley et aI.,
2003).
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Key questions. Clearly, the concept of creating an organizational culture that
fosters QI, collaboration, teamwork, risk-taking, and empowerment can be a difficult
process, at best. Thus, it would be valuable to understand how hospital administrators
manage to address this. How do they foster a culture of quality? Are there specific things
that they do or say? How do they establish a sense of urgency? Once they do, how do
they maintain it without burning people out? How do they empower people to take risks
without the fear of failure or blame? Was there a key event or impetus that led the
hospital to prioritize QI? If so, what was the nature of the event?
Relationship with clinical staff
When it comes to transformation, clinical staff are not necessarily any different
than the majority of people with the exception that their scientific backgrounds may make
them somewhat more skeptical than most (LeBrasseur, Whissell, & Abhoy, 2002). This
skepticism can result in physicians who are often distrustful of hospital motives and
hesitant to participate in QI efforts (Weiner et aI., 1997). In addition, they often fear that a
reduction of clinical variance will result in a reduction in their ability to provide patientcentered care (Wiener et al. 1997).
The importance of involvement. Involvement of clinical staff in QI efforts is a key
task for healthcare leaders who wish to improve quality within their organization
(Advisory Commission on Health Consumer Protection and Quality in the Health Care
Industry, 1998) (Advisory Commission on Health Consumer Protection and Quality in
the Health Care Industry, 1998). In fact, their involvement is so important that Ham (in
Siriwardena, 2006) states that the clinical provider has the most power to make or break
change efforts in the hospital.
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Unfortunately, there appears to be a disconnect between administration and
clinical staff such as physicians. In their study of leader engagement in QI, Vaughn et al.
(2006) found that medical staff and QI executives voiced priorities that were quite
different from those of the CEO. When asked what single change would lead to the most
significant improvement in patient care, the QI executives and clinical staff cited
information technology improvements. Yet, when asked the same question, CEO's
responded that physician engagement would be the most important change. Thus, their
findings suggest that these two groups must communicate effectively and work together
to establish common goals and strategies. Further, hospital administrators must
demonstrate how the organizational goal of QI can "cut across the exclusive domains of
professional, physician, and administrative groups" and he or she must consistently
provide clear links between the clinical goals of quality care and the administrative goal
of efficient operations (LeBrasseur et aI., 2002). In short, if the hospital administrator
wants physicians to be "on board", he or she will have to take the necessary steps to
foster an atomosphere of trust.
Further complicating matters is the fact that a great deal of the learning that goes
on in a hospital relates to individual clinical practice. Physicians, nurses, pharmacists, and
others often take the steps that are necessary to learn how they can become better
clinicians but they do not necessarily focus on how the entire organization can improve
(Advisory Commission on Health Consumer Protection and Quality in the Health Care
Industry, 1998).
Despite the degree of mistrust that was mentioned previously, Ferris, Dougherty,
Blumenthal, & Perrin (2001) noted that changes in physician behavior often depend upon
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whether effective leadership is present. Physicians are more likely to believe when senior
management leads by example (Weiner et aI., 1997). They want to know that this is not
just the management "flavor of the month" and that the hospital administrator is
committed to organizational change. Weiner et al. (1997) also found that the greater the
degree of hospital administrator leadership for quality, the greater the degree of clinical
involvement.
Weiner et al. (1997) also found that physicians felt it was important to have a
physician quality champion but that the physician leader should come from within the
organization. F ems et al. (2001, p. 151) also found that physician champions are
"necessary to support Q I among clinicians who are often skeptical or disinterested."
Unfortunately, it appears that there is still a great deal of work that needs to be
done. Audet, Doty, Shamasdin, & Schoenbaum ( 2005, p. 848) examined the results of
the 2003 Commonwealth Fund National Survey of Physicians and Quality of Care and
found that only one-third of the responding physicians reported that they had been
engaged in the design ofQI efforts. Given that the literature clearly indicates that
physician involvement is a key to improving quality, hospital administrators must strive
to get more physicians involved in determining the focus and direction of their
improvement efforts.
Key guestions. The literature clearly indicates a need for physicians to have a
significant role in both leading and implementing QI activities. However, there are still
many questions regarding the relationship between the hospital administrator and clinical
staff that remain unanswered. For example, do successful hospital administrators (in
terms of quality) have a physician quality champion (or champions)? If so, how did they
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identify and recruit this person? What is the nature of their relationship with this person?
What do they do to cultivate or maintain that relationship? How do they assist this person
in staying "out front" in terms of serving as a physician champion of quality? Where does
this person sit within the organization? Does he or she have formal authority, informal
authority, or both? If the organization does not have a physician champion, how have
they managed to overcome the barriers inherent in this obvious weakness?
Support of 01 with organizational structures
Perceptions. Whether intentional or not, the placement of positions within the
organizaton can have an impact on the way staff members perceive the importance of
quality improvement. For example, if the position of quality executive sits further down
on the organizational chart, people will notice and they will assume that quality has
relatively little importance compared to the requirements of the positions with greater
importance and "height" in the organizatioal chart. Perhaps this is why Gautam (2005)
states that the leader of the quality management department should hold a high rank
within the organization, such as director or vice president, and should report directly to
the hospital administrator.
In addition, consider the organization where the employees see the Chief
Financial Officer (CFO) with the hospital administrator on a daily basis. The employees
know that they are friends, golf together, have lunch together, and they spend a great deal
of time during the work day together. Conversely, they never see the quality executive
with the hospital administrator, he or she does not report directly to the hospital
administrator, and they rarely see the quality executive meeting with the hospital
administrator. If this were the case, the leaders of the organization who want to improve
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quality must ask themselves: How will this be perceived by the organization? Will the
employees within the organization make the assumption that the CFO's agenda is much
more important than that of the quality executive? If they do, will they make the
assumption that quality initiatives should take a subservient role to financial issues?
Finally, Barr et al. (2906) found that leaders felt that it was important that the
organizational structure put the responsibility of QI in each department. However, they
made it clear that for this to be effective, it must be apparent to employees that the results
would reach senior management, thereby demonstrating commitment to QI. Obviously,
having an organizational structure where the quality executive reports to the hospital
administrator would facilitate that process.
Supervisory support. The support of their supervisor is key with regard to the
degree of motivation of employees (Lin et aI., 2005). In short, employees have a need to
know that their work is valued by their supervisor(s). If the employee determines that the
quality improvement is not as important to the supervisor, they will have a tendency to
focus less on quality improvement and more on the things they feel are important to the
supervisor. Thus, to ensure that there is a "trickle down" effect, it is important that
supervisors be held accountable for organizational quality improvement initiatives.
Collaboration. Bradley et al. (2003) found that it is important for quality
improvement teams be multidisciplinary in nature. Each team should include
representatives from all of the disciplines that provide care within the realm of the area
being studied. However, it would also be advantageous for senior executives to be
members of these teams. Their presence would clearly indicate that quality improvement
is a priority for everyone in the organization, even the most senior executives.
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Key questions: How does the organizational structure support your quality
initiatives? How are supervisors held accountable for QI? Are the QI teams
multidisciplinary? If so, what impact do they feel this has on the performance of the
teams? Do senior executives participate? If so, what is their role and how does the
administrator feel it impacts the performance of the team?
Procurement of organizational resources
Money, tools, and staffing. It would be very difficult to claim that QI is a key
strategy within an organization if the leaders of the organization fail to ensure that needed
resources are available. Thus, it is not surprising that Atkins & Cole (2005, p. 11) found
that "competing priorities for scarce resources where patient safety is not considered a
top priority" and "inadequate staffing and work overloads" were the top two barriers to
the implementation of patient safety systems in healthcare organizations.
Bradley et al. (2003) also found that staffing and information technology issues
were the key resources that are considered essential in QI initiatives. Barr et al. (2006)
also found that senior hospital leaders felt that insufficient funding for infrastructure and
staffing were significant barriers to QI. Their respondents felt that having limited
resources would make it difficult for them to prioritize some of the projects that would be
likely to result in significant improvements.
The need for resources is especially pertinent when QI teams need improved
information technology (IT) capability. Bradley et al. (2003) found that IT resources that
could capture, analyze and summarize key quality data were viewed by the respondents
as essential to QI efforts. This is quite logical in that it would be difficult to expect these
teams to effect improvement if the tools they need to do so were not provided.
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Finally, in their discussion of the importance of administrative champions for
quality, Bradley et aI., (2006) found that hospital staff felt that the provision of resources
for needed staffing and training were keys to the success of their QI programs. In a
separate study, Bradley et al. (2003) described a situation where a hospital was so shortstaffed that they were struggling to provide basic clinical care. In a case such as this,
where the hospital has a critical staffing shortage, it would be unrealistic to expect the
organization to take on any QI initiatives.
Key questions: How does your organization provide the resources that are needed
for QI activities? What resources do you consider imperative for QI activities? How does
your organization prioritize given limited resources.
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Summary

Should versus how
Hospital administrators know that they should be working to improve quality_
They see it in the news media, they read it in the journals, they hear it in conferences, and
they hear it from stakeholders and external organizations such as The Joint Commission
and government agencies.
However, hospital administrators also need a general understanding of what they
need to do to improve quality_ This literature review has established that many authors
and researchers have begun to establish frameworks that hospital administrators can use
to create both general and specific plans to implement change and improve quality within
their organizations.
In addition, the work of Bradley et al (2003) has helped to identify the things that
hospital administrators should be doing to improve quality. As was noted previously, they
developed a framework that defined what successful hospital administrators have been
doing to improve quality that fits very nicely with the other general works on change
management and QI.
Still, there are questions that must be answered. Hospital administrators may
know that they should be personally engaged in QI, have a good relationship with clinical
staff, promote a QI culture, support QI with organizational structures, and ensure that
adequate resources are provided. Yet, they may have very little idea as to how they
should do these things. The inherent problem is if they were to attempt to move forward
without this knowledge, they may see some limited results but it is very unlikely that they
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will see the same degree of results that they would have if they were to have specific
examples related to how successful administrators managed to improve quality.
In summary, the underlying principle is that hospital administrators need to know

how they should be implementing the roles identified by Bradley et al. (2003). As was
noted previously, there has been very little work on this topic in the literature and it is
expected that the findings of this study may be helpful to those hospital administrators
who have a desire to improve quality but simply do not know how they should perfonn
these tasks.
Research question: The purpose of this study is to examine the perceptions, ideas,
strategies, and activities of hospital administrators with regard to their roles in QI within
hospitals that have excelled in QI. The overall research questions will be: What are
hospital administrators in organizations that achieve excellence in quality of care doing
that enables them to contribute to the improvement and attainment of quality of care in
their organizations? What barriers have they faced, and if they have overcome them, how
have they done so?
The specific interview questions identified in the previous paragraphs and the
interview guide can be found in Appendix C.

CHAPTER THREE: METHODOLOGY
This study seeks to further explore the perspectives of hospital administrators
with regard to their role in QI efforts. Specifically, this study will provide an in-depth
exploration of how hospital administrators view their roles within the context of the
framework established by Bradley et al. (2003), the barriers they feel they have faced in
assuming those roles, whether they have been able to overcome those barriers, and, if so,
the strategies they have used to do so.
As was noted previously, transparency and public reporting has resulted in the
expectation that hospital administrators actively participate in QI efforts and that they
foster a culture of quality and safety . Yet, due to a lack of training or knowledge, this
may not be a role for which some hospital administrators are prepared to assume. These
hospital administrators may have the desire or motivation to become actively involved in
improving the quality of their hospitals but they may be unsure as to how they should
proceed.
Therefore, the goal of this qualitative study is to learn from those who have
seemingly been successful in this role. Interviewing these key informants and obtaining
qualitative data should be the most effective method for capturing their ideas and
strategies in this regard. Further, while there is a general framework that was established
by Bradley et al. (2003), there is little else in the literature to guide research on this topic;
thus, qualitative methods are appropriate for conducting this research (Crabtree & Miller,
1999).
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Approval of the Medical University of South Carolina Institutional Review Board
was sought and granted prior to proceeding.
Design
The project was a qualitative descriptive study which is based on open-ended
interviews conducted with hospital administrators who lead hospitals that demonstrate
exceptional quality of care. The qualitative approach was chosen because research in the
actual activities of administrators engaged in Q I efforts in this area is lacking in both
quantity and depth and it continues to be important to clarify administrators' specific
roles and degree of involvement. Thus, this study sought to expand upon these concepts

by seeking in-depth perceptions in this regard.
Sample Selection
This study involved a purposeful sampling as described by Strauss and Corbin
(1990), of hospital administrators whose organizations had been recognized as excelling
in providing quality care as evidenced by their selection as a NQL or as a TPIL.
For the NQLs, the Premier/CareScience methodology uses three adverse
outcomes (mortality, morbidity, and complications) to measure quality. They combine
the Corporate Hospital Rating Project with the three adverse outcomes which results in a
single Quality Index that can be used to rank hospitals according to quality.
The Thompson Performance Improvement Leaders study is based on the National
Benchmarks for Success study. Thompson uses a multi-year trending tool that includes a
methodology to remove bias in the results. They use these tools to build a database of
hospitals, classify them according to bed size and teaching status, and score the hospitals
on a set of weighted performance measures.
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It should be noted that Premier/CareScience and Thompson use different criteria
to measure quality and performance. However, rather than identifying the specific criteria
in judging success in terms of quality, the purpose of this study is to identify hospitals
and hospital administrators whose organizations have been successful in terms of quality.
Thus, for the purposes of this study, the key is that objective measures have demonstrated
that the hospitals that are included in the sample have been recognized as exceptional
performers in quality, while the specific methods that a given organization uses to judge
quality are of lesser importance.
Evidence of the effectiveness of this strategy is demonstrated in the fact that all of
the participant's organizations had received multiple awards for quality. These awards
included quality awards from other organizations such as U.S. News and World Reports,
Healthgrades, their state hospital associations, and from their state governments.
This study was initially bounded to Michigan, Ohio, and Wisconsin for two
reasons. First, Healthgrades (2007) found that hospitals in the East North Central region
had the "highest percentage of best-performing hospitals." Second, a review of the 2007
NHQR state-specific data indicated that these three states performed significantly better
than the national average in terms of quality of care in the hospital setting. However, this
limited the potential sample size to 22 organizations and the researcher recognized that
the sample would have to be expanded beyond those states ifhe could not recruit enough
participants to reach theoretical saturation.
For the purposes of this study, the hospital administrators were considered key
informants based upon their role as the formal leaders of their organizations as well as
their proven success in ensuring that their organizations provide high quality healthcare.
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As fonnalleaders of their respective organizations, hospital administrators are expected
to become engaged in QI activities, develop positive relationships with clinical staff
members, promote a culture of quality, provide support for QI in the organizational
structure, and ensure that adequate resources are provided (Bradley et aI., 2003).
To identify the specific potential participants for this study, the researcher used
the lists of hospitals that were selected as NQLs or as TPILs to identify successful
hospitals in terms of quality that are located in the states of Wisconsin, Michigan, and
Ohio. This resulted in twelve hospitals and ten hospitals, respectively. With the goal of
identifying five key informants for the first round of interviews, the researcher identified
names and addresses of the hospital administrator of each organization through a review
of their websites. He also identified their email addresses (when they were available) and
contact was made using that method instead of via letter whenever possible.
The potential key informants were contacted by email (if their email address was
available) or mail to inform them of the plans for this study and to invite them to
participate. (The text of this communication is inserted as Appendix A). Follow-up
personal contact was made by email or telephone with those who expressed interest,
during which the study was explained further and a date and time was scheduled which
was amenable to both the administrator and researcher to conduct the interview.
In the first round of attempted contact, letters (n=16) and emails (n=6) were sent
to the hospital administrators who were identified as potential key informants from the
initial list (as described above) of N QL and TPIL facilities to determine if they were
willing to participate in this study. This was done in two stages where both stages
included eight letters and three emails. Both regular mail and express mail was used with
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the hope that the latter may generate more attention from the administrator than the
former.
This first round of letters and emails resulted in three hospital administrators who
agreed to participate. Two were from the state of Michigan and one was from the state of
Ohio. There were no hospital administrators from Wisconsin who agreed to participate. A
fourth hospital administrator (from Ohio) agreed to participate but his schedule ultimately
prohibited him from doing so.
As there were fewer than five who agreed to participate and additional informants
were needed, the researcher and the Committee Chair agreed it was necessary to expand
beyond those states. Thus, using the same process as was identified above, the researcher
contacted the hospital administrators ofNQL and TPIL's in Florida and Kentucky. Those
states were chosen because they had a large numbers of facilities included as NQLs and
TPIL's relative to the total number ofNQLs and TPILs.
This second round of attempted contacts (n-12) resulted in three hospital
administrators from Florida who agreed to participate and one from Kentucky. Once
there were five hospital administrators who agreed to participate, interviews commenced.
After the first five interviews, it was clear that themes were emerging. However, two
additional interviews were conducted to confirm that theoretical saturation had been
reached. Thus, a total of seven interviews were conducted.
Gender
All of the participants were male. There were only two female hospital
administrators who were on the list of potential participants and both were contacted;
however, neither responded.
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A pilot study of the proposed interview questions would have been ideal.
However, it became clear early in the research process that it was quite probable that
recruiting participants for this study might be difficult. This suspicion was realized after
the first round of contacts and the ultimate necessity to expand to additional states as was
noted above.
Thus, out of concern for the ultimate sample size and achieving theoretical
saturation, the decision was made not to conduct a pilot study. The researcher did conduct
a critical review of the results of the first two interviews in an attempt to gauge if these
results were, in fact, addressing the overall research question and objectives. After
reviewing the transcripts, he felt that the participant's answers were addressing the
research questions; therefore, the interview questions were left unchanged.
Data Collection
Semi-structured, open-ended interviews were conducted via telephone. A series of
preliminary interview questions were developed (see Appendix C). These questions were
based upon the review of literature and in consideration of what questions the informants
would he willing and able to answer. The interviews ranged from a low of 30 minutes to
a high of 1 hour and 10 minutes in length. Informed consent was obtained from each
hospital administrator prior to conducting the interview. In addition, the interviews were
audio-taped and transcribed verbatim by a professional transcriptionist.
Prior to each interview, permission was sought from the informants to record the
interview electronically and each participant received a written and verbal assurance that
no identifying characteristics will be tied to any published comment. Such information

37
might include bed size, geographic location, revenue, age, or any personal information
about the administrator such as age or time in his or her position. Informants were
assured that complete confidentiality would be maintained both before and after the
interview.
As the interview began, informants were encouraged to speak freely. The primary
questions were broad with second level probes being offered when indicated by the
respondent's answer. The purpose of the probes was to elicit additional detail,
elaboration, or clarity (Patton, 1987). The intent was to ask the questions in the order
they are listed on the questionnaire; however, when the participants touched on a later
question, the researcher allowed the conversation to flow rather than forcing the
conversation back toward a preconceived order. However, the researcher did revert back
to the questions that were missed once the discussion of a given question appeared to be
complete. In addition, the process was quite iterative and questions were added or revised
slightly based upon the informant's responses.
Data Analysis
Data was transcribed verbatim using a professional transcriptionist. The
researcher listened to the participants, reviewed the recordings, and reviewed the
transcripts in an effort to identify common roles and activities. Open coding was utilized
and data was analyzed for recurrent themes and emergent concepts. After each interview,
findings were reviewed and compared to the findings of previous interviews. In keeping
with the concept of grounded theory, as emergent concepts were identified, they were
conceptually coded and relationships among the sets of concepts were directly developed
from the data analysis process (Creswell, 1998). The concepts were then clustered to
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form analytic categories, which were then used to identify core concepts. Theory was
generated from the core concepts. Throughout the process, concepts and categories that
emerge from one stage of data analysis were constantly compared with concepts or
categories emerging from the next stage of data analysis.
Field notes were made when appropriate in an effort to capture any pertinent
behaviors, opinions, beliefs, feelings, and knowledge or impressions that the researcher
gained during the interview (Patton, 1987). These notes enabled the researcher's
thoughts and ideas to be collected and stored for further consideration.
While some argue that member checks are inappropriate with regard to assessing
the validity of a qualitative research study as a whole (Morse, 1998), they may be
appropriate in confirming the results of the study (Russell & Gregory, 2003). Thus, a
summary of the key points and ideas was sent to the informants to solicit feedback,
confirm the accuracy of the summary, and to possible provide additional opinions.
Peer review was utilized to assess the results of this research study as a whole.
Creswell (1998) noted that the peer review process serves as an "external check of the
research process" and noted that Lincoln and Guba (1985) define the role of the peer
reviewer as a "devil's advocate" to the researcher. The peer reviewer for this study was a
hospital CEO who has 7 years tenure at his facility. He holds a master's degree in Health
Services Administration and a doctorate degree Healthcare Administration and
Leadership. Under his leadership, his hospital has been repeatedly recognized as being
one of the top hospitals in his state in terms of quality.
For this study, the role of the peer reviewer was to examine the research findings
and provide input and feedback to the researcher in an effort to determine if both parties
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were reaching similar conclusions. Specifically, he reviewed the interview transcripts
independently, identified important themes and concepts, and compared his findings with
those of the researcher. He paid particular attention to those themes and concepts that
were consistent or conflicting.
The researcher and the peer reviewer then discussed their findings via telephone
and they worked together to detennine if any changes were necessary. Their discussion
revealed that they were both in complete agreement with regard to themes. However, due
to his experience in the field, the peer reviewer placed emphasis on two themes that the
researcher did not necessarily emphasize. Thus, the researcher and the peer reviewer
agreed that the researcher should emphasize these themes in the results and discussion
section.
Finally, thank you letters (Appendix B) were developed and sent to each
participant and included a reminder of the purpose and future use of the infonnation.
Researcher Bias
Reflexivity. At the most basic level, the researcher chose this area to study
because he believed that there may be hospital administrators who are uncertain of their
roles in QI and that there may be other hospital administrators who are serving as
pioneers in defining these roles. Ultimately, the researcher believed that the latter may be
able to offer valuable ideas, strategies, and insights into these roles and that this could be
a great benefit to those hospital administrators who seek to improve quality within their
organizations but are uncertain as to how to proceed. While he is not a hospital
administrator, the researcher does have previous experience in both healthcare
management and QI efforts.
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Straus and Corbin (1990) emphasize the importance of the researcher maintaining
an awareness of the influence of previous experiences and personal opinions they may
have while interpreting results. They indicate, however, that these prior experiences as
well as those impressions gained from the literature review and the development of the
interview questions may actually facilitate theoretical sensitivity. They note that
theoretical sensitivity is an important part of qualitative research and "indicates an
awareness of the subtleties of meaning of data" and "refers to the attribute of having
insight, the ability to give meaning to data, the capacity to understand, and capability to
separate the pertinent from that which isn't (Strauss & Corbin, 1990)."
Protection of Human Subjects
An application for an Expedited Research/Quality Assessment Review was
submitted to the Medical University of South Carolina (MUSe) Institutional Review
Board (IRB) and no interviews were conducted until approval was granted.
~imitations

While it is expected that this research will add to the body of knowledge, several
potential limitations exist. First, the study was limited to hospital administrators in
hospitals that have been recognized as excelling in quality. It is possible that these
organizations excelled despite having little involvement by the hospital administrator.
Second, this study was limited in its scope and there may very well be other leaders of
exemplary organizations who did not agree to participate and who may have views that
differ from those who do agree to participate. Third, all of the participants were male and
it is possible that female hospital administrators could have views that differ from their
male counterparts. Fourth, the number of participants was small and was bounded to a
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specific geographic location and findings from this group of participants may differ from
those of other successful organizations in a different geographic location. Finally, this
research was limited to the perspectives of hospital administrators about their roles and
activities with regard to QI. The research of Vaughn et aI., (2006) indicated that
physician leaders and hospital quality executives had opinions on QI that differed from
those of hospital administrators.

42

CHAPTER FOUR: RESULTS
Introduction
The results of the interviews conducted with the hospital administrators of seven
hospitals that have been recognized as excelling in terms of quality are presented here.
The five roles and activities that Bradley et al. (2003) identified as being central to the
success of hospital administrators with regard to improving quality in their organizations
will serve as the primary structure for reporting these results, however their general views
on healthcare quality will be presented as well. As was noted in the methods section, no
identifying information such as bed size, geographic location, revenue, age, or any
personal information about the administrator such as age or time in his or her position
will be reported.
The first section of this chapter will explore the overall views of the hospital
administrators with regard to how their organizations have improved quality, where they
feel they differ from other organizations, how they personally define quality, the degree
to which they feel internal and external pressure to improve quality, and how they feel the
role of the hospital administrator has changed over time. While this information is not
the primary focus of this study, it helps to provide context for the second section.
The second section of this chapter will explore the views of the hospital
administrators which are directly related to the five roles and activities that have been
identified by Bradley et al. (2003) as being keys to improving quality within an
organization. In addition, this section will report the participant's recommendations
regarding what they would say to a new hospital administrator who has the desire to
improve the quality within his or her organization.
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While the primary focus of this chapter will be on reporting the results from the
interviews, themes will also be noted.
Overall Views on QI
Organizational Success in Improving Quality
When asked about the successes their organizations have had in improving
quality, the participants were able to cite both general and specific examples. It was
particularly interesting to note that six of the seven participants viewed the awards their
organizations received as an affirmation of their efforts to improve quality. That is not to
say that they were not aware of the limitations of these types of awards, because that was
not the case. As one hospital administrator stated:
Well, I think the successes are - I would name several things - people could argue
with the different methodologies that each of these different external people use.
I think we've had three, I would say to me, significant affinnations of our quality.
One is that - although they tell me I'm not allowed to tell anybody - but last year,
in the year 2007 data I guess it was, this hospital actually had the highest score in
the whole country for health quality.
Another hospital administrator stated:
Every time you receive an award, you really have to understand the criteria that
those-people used to determine that you won an award. And you have to be able
to know whether or not that's really, truly deserved or whether or not there's still
more to do in that area.
Still, despite their inherent limitations, it was clear that these types of awards were
very important to them and this was evidenced by the fact that five out of the seven
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hospital administrators cited these awards as evidence of their organization's success
with regard to QI.
However, several of the participants also made it clear that they were very aware
of specific examples where quality was improved. For example, one hospital
administrator stated:
So the successes that I point to are numerous efforts relative to everything from
specific projects around pulmonary medicine, cardiac medicine, lab, turnover
time, infection rates, and cost improvement - just a whole long litany of
successful endeavors.
Another hospital administrator gave a specific example and clearly demonstrated
an understanding of the process his organization uses to effect an improvement as well as
what the organization does once a particular goal has been reached:
So we start out looking at, as an example, looking at the five different heart
parameters, and measure them individually. This year because we're approaching
the 100 percent on each of those parameters, we've consolidated them into a
single parameter on the perfect care score, and we've added parameters in
different arenas. So we still monitor cardiology but now we're trying to target 99
percent compliance with the perfect patient composite.
In summary, when these hospital administrators were asked to cite successes that
their organization had in improving quality, they demonstrated that they were aware of
individual examples where quality was improved and they were aware of the processes
that were utilized to achieve these results. However, their focus seemed to be on the "big
picture" with regard to the overall perfonnance of their organizations in tenns of quality
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and they appear to view the quality awards they have received as affirmations of the
overall success of their QI goals.
Views on How Their Organizations are Different
When asked how they felt their organizations differed from their peers, the
participants responses revolved around three major themes: 1) They make quality the
primary focus of the organization; 2) They have a physician champion (or champions) for
quality; and 3) They provide education and training regarding QI to as many people as
possible.
Focus on quality. Throughout the interviews, the participants made it clear that
they considered QI to be a primary focus, ifnot the primary focus of the organization. For
example, one hospital administrator stated:
I think the biggest issue is focus. Our system in this organization, we use a
balanced scorecard approach, but quality is up there as high, or higher, than
financial performance. It's the focus of more discussion, the focus of corporatewide discussions. It's the [italics added] focus of monthly reviews and daily
discussions.
Another hospital administrator noted that the organizational focus on quality also extends
to his governing board:
So we had to get them educated and part of that was that we were educating
ourselves at the same time, but to get the board educated so that the board could
say we're spending now more time and more focus on quality. And it took a year
or so just to go through that transition, but now the board would say when you ask
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them what's your primary focus they will say quality outcomes and that sort of
thing.
Have a physician champion for quality. All but one of the participants indicated
that they have a physician champion for quality. The relationship between the hospital
administrator and physicians will be discussed in section two of this chapter. However, it
is important to note that the hospital administrators felt that having a physician champion
for quality was one of the things that helped their organization to stand out from others.
For example, when asked what makes his organization different, one hospital
administrator stated:
We hired a physician who actually had retired; he had retired in the communityhe's actually a physician, but he retired in this community and he had come from a
major hospital system in New Jersey, and he was the Quality Director for the
system. So he knew about all this stuff... all of the quality stuff... was second
nature to him. And in addition to that, he was a charter member of the Institute
for Healthcare Improvement (IHI), actually a personal friend of Donald Berwick.
Provide education and training. Finally, the hospital administrators noted that they
felt that a key part of their organizational commitment to quality was evidenced in their
focus on educating members of the organization regarding QI. As one hospital
administrator stated:
One of the things that we did right away was, because our physician champion for
quality, he was a big fan oflHI, so he took some of the major players, some of the
leaders in medical staff and board members and the CEO at that time and me, and
I don't remember where we went, but it was one of their annual conclaves. It
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became obvious to me that they were on to something, the IHI .... and every year
we take board members who haven't been or medical staff, essential leaders, or
leaders who haven't had a chance to go.
Another hospital administrator stated that the organization provided training "relative to
how to use performance and quality tools" to every member of management who was at
the director level or above.
Defining Quality
The hospital administrators were asked how they personally define quality as it
relates to healthcare. The basis for this question was to consider whether they viewed
quality in the same way and therefore working from the same "baseline" when they are
addressing QI. Interestingly, when asked to give their personal definition of quality, they
all appeared to think in terms of positive outcomes, although they did not always use that
specific term. Still, their responses indicated that they were concerned with doing the
"right" things, to the "right" people, at the "right" time. Thus, their focus was clearly on
the experience of the patient:
I've had open-heart surgery twice in my life. I'm 59 years old, and I just had it
about a year and a half ago. Quality, for me, is the right service provided in the
right timeframe by people who are skilled at what they do, which produced an
effective outcome.
Another hospital administrator discussed exceeding the expectations of the patient. He
stated:
This is an old song but I believe it because I see it from the patients' perspective;
it's providing the unexpected. I mean in a good way. Because the vast majority of

48
people expect a certain level of quality out of their hospital [sic]. They expect it.
It's a given. And it's when you don't do it, the bad things - if you don't give the
expected level of quality, that's where things go wrong. But if you want to be
respected as a quality institution, you have to give them something in their
experience that was - and it could just be one little thing - one step above what
they expected out of you or the institution. And then they really start to believe
that quality.
Finally, another hospital administrator described how his personal definition of quality
has evolved over time:
If you'd asked me 15 years ago it would have been a very rote, mechanical,
textbook type of definition of something along the lines of doing the right things
the right way the first time, kind of pulling out of the book. Where I am today is
much more along the lines of consistent performance that is evidence-based, that
is world class, being that there is a standard that has been established, and that
we're doing it better than that standard.
Pressure to improve guality
Interestingly, none of the hospital administrators indicated that they felt any real
pressure to improve quality. Rather, the majority seemed to view it as a major part of
their job. Not in the sense that it is just a part of their job description, but more as a reality
of the world of healthcare. For example, when discussing the requirements of The Joint
Commission standards, one hospital administrator said, "Sometimes you just have to do
what you are told."
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Further, rather than feeling pressured to improve quality, several hospital
administrators described a deeply personal commitment to quality that drives them to
improve rather than an external source that is forcing them to improve. For example, one
hospital administrator stated that he has a "passion relative to quality and performance
improvement" that drives him. Another hospital administrator described how, early in his
tenure, he made it clear to the organization that this was his personal belief:
Early on, at medical staff meetings, I basically said this is what I believe in, this is
what I'm going to drive the organization to, and we will be the best, and you have
to foster an understanding that excellence is something that has to be respected,
sought after, and honored when achieved.
The evolving role of the hospital administrator
All of the hospital administrators seemed to be acutely aware of how their role has
changed, both in general, and with regard to quality. Several of the participants noted the
movement from a more peripheral involvement in the QI activities of their organizations
toward a much more direct involvement. When discussing this shift in the paradigm, one
administrator described his impression that today's hospital administrator has a sense "of
direct accountability" where 7-10 years ago it would have been more of a "delegated"
accountability .
Another hospital administrator described his perception of the movement from
quality assurance, which he felt was "retrospective", toward an environment where QI is
much more pro-active and "real" in the sense that it goes beyond simply reporting
findings. A different hospital administrator stated that you can no longer simply "pick
one project and say that's going to represent our quality, which you probably could have
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gotten away with ten years ago." Another hospital administrator expanded on this when
he stated:
So I think we're more heavily motivated, and we're definitely not in the position
where we're looking at this stuff as assurance, quality assurance, but using all the
terminology and techniques from the manufacturing industries and other
industries that help us use more appropriate techniques to really get to the bottom
of things. I think we were too satisfied in the past just making reports.
Finally, another hospital administrator commented on the effect this shift has had
on the complexity of being a hospital administrator in today's hospital. His impression
was that today's hospital administrator has to have a very broad range of knowledge and
skills and that this was one of the reasons so few last beyond three to four years. He was
quite clear in his description of just how difficult it is to be successful in this role when he
stated:
I think it's really hard to be prepared to be a CEO today. You really need to know
so much in so many different areas, not the least of which is how to be a good
leader. But to be a technically good manager in a number of different areas - it's
the reason that the CEOs in the country, on average, are turning over every three
to four years. And you can see why, because you have to know about quality, you
have to know about finances, you have to know about public relations, you have
to know about community relations, you have to know how to work with your
board, how to work with the medical staff. You have to be a good manager of
people. You have to know some level of details about a lot of things, but you
can't get lost in the details.
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Summary
In responding to these general questions regarding their perceptions of their
organizations' performance with regard to quality and how their organizations might
differ from others in this regard, the hospital administrators all demonstrated an
awareness of the "big picture"; they were aware of both specific and general successes
with regard to quality and they had definite opinions on how they differed from other
hospitals in this regard. With regard to the latter, they made it clear that they felt it was
their focus on improving quality that helped them to stand out.
Interestingly, all of the hospital administrators had similar definitions regarding
the meaning of "quality" as it relates to the hospital. This is interesting in that it means
that when they strive to improve quality they are working toward the shared goal of
improving outcomes for the patient.
Finally, the hospital administrators were quite aware of how their role in
improving quality has changed over time. They were also aware that the expansion of
their role with regard to improving quality had a dramatic impact on the complexity of
the roles of the hospital administrator in today's hospital.
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Perceptions of the Hospital Administrators Roles in Improving Quality
Introduction
The purpose of this section is to report the results of the questions that were aimed
at exploring how these hospital administrators address the five roles that were identified

by Bradley et al. (2003). As was stated previously, their fmdings revealed that hospital
administrators should be personally engaged in QI activities, have a positive relationship
with clinical staff, promote a culture of quality, provide support for QI in the
organizational structure, and ensure that adequate resources are provided. Thus, the first
interview question and the first topic of discussion in this section will involve the
personal engagement of hospital administrators.
Personal Engagement
Introduction. When asked to describe how they are personally engaged in QI
activities, the participants gave a wide variety of responses. However, the vast majority of
their responses fit into primary categories: 1) Setting the direction and vision and 2)
Demonstrating and maintaining a personal and organizational commitment to the vision.
All of the hospital administrators indicated that quality was a key component of
their organizational vision. Thus, one answer to the question regarding how they identify
their vision of quality is that they formalize it and they communicate it in writing.
Proving commitment. However, while formalizing the vision is important, it does
not mean that the hospital administrator is truly committed to that vision. For example,
the organization could profess (via its vision statement) to be committed to quality but if
the hospital administrator does not demonstrate that he or she is committed to quality,
any QI effort or return is likely to be diminished. In short, the hospital administrators
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were quite clear that they felt that they had to prove that they were personally committed
to quality and this was a major theme among all of the participants. In this case, one
hospital administrator noted that he felt he had to overcome a general mistrust of his
motives and that he had to prove he was committed to quality. He said:
But I guess what I'm telling you is, this hospital has never, at least not since I've
been driving the boat, we did not sit around - first of all it was our most important
goal. It was not secondary to making money or any of those things. It was the
goal. Let me tell you what was good about that. I think the reason that physicians
and hospital administration often are at odds or there's tension, or there's maybe
an appearance of being at odds, is because the different natures of what generally
is done. The physicians do not, in their hearts, believe that the administration is
dedicated to quality or the patient.
Another hospital administrator described how, over time, he learned how to demonstrate
to his staff that he is truly committed to quality. He stated:
However, the staffhelped me learn that how I spend my time, what I end up
talking about, what I end up resourcing is really where the believability factor
comes In.
Finally, a different hospital administrator explained how he made his commitment to
quality absolutely clear to everyone in the organization:
I focus on it, I talk about it, I lay it out, I'm unwilling to compromise on it, and
people see that in every discussion ... whether we will have quality or not is not
open to any misinterpretation within the organization, and that's the only way you
can do it.
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Talk about it. In the last two quotations, the participants indicated that a key
element to proving their commitment was that they focus on it when they communicate
with their staff. In fact, all of the hospital administrators stated that this was very
important and their responses indicate that they believe that a failure to do so could lead
to a situation where the staff question whether the hospital administrator is truly
committed to QI. For example, one hospital administrator said, "If you say you work for
quality and then we [sic] never talk about quality, you're not for quality." Another
participant stated:
And I find that when you stand up in front of your staff, who got in the business
of healthcare for the purposes of helping people, and you start droning on about
your bottom line and about your marketing efforts and your market share, that you
can disconnect real quickly.
Another hospital administrator described how he felt that he had to communicate his
commitment to QI early in his tenure:
Well, the first element for me was to really become part of the hospital and the
system, the number one poster child for quality. So I had to make sure that I had
a strong voice in front of all of our associates, medical staff, board- speaking to
quality [sic]. So, it was taking on the role as being the spokesperson for quality
and that's what leadership's all about. If I don't do that, people aren't going to
follow.
A different hospital administrator described how he communicates his commitment to
quality to his staffby going to their work environments. In his case, it was interesting to
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note that he made a point to discuss four areas where the organization was focusing its QI
efforts. He said:
I make myself available, not only in an auditorium for them to come hear me, but
I go into their work environments, where that's more convenient. So the last
sessions I had, about 20 sessions with them, where they could come and listen to
me and I deliberately made sure that I spent time in all four of those areas and I
showed them a lot of quality data.
Active involvement. While the participants all indicated that talking about quality
was important, they also indicated that they needed to be actively involved in QI
activities. As one hospital administrator said:
If I stand up and say one thing, but if they're not seeing the action in terms of what
you're willing to resource, where you're willing to spend your own time, then staff
are very smart. They're not gonna [sic] buy the lies, they're gonna [sic] buy the
actions, they're gonna [sic] buy the reality - and become involved in things they
truly believe administration has their full backing behind. So words only go so
far. They become hollow if they're not backed up with action.
In addition to noting that resources are an important factor (this will be discussed later),
this hospital administrator is stating that staff will pay attention to where the hospital
administrator spends his or her time. Several of the participants indicated that they spend
some of their time participating in QI activities.
However, it was interesting to note that the manner in which the hospital
administrators participated in these activities was moderately diverse. While one hospital
administrator did state that he has participated in QI teams, the majority of the hospital
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administrators indicated that they were more likely to drop in on QI meetings or to be
directly involved in various quality-related committees.
For example, two hospital administrators commented that they are directly
involved in their hospital's QI committee. One stated that he purposefully appoints
himself to the committee but that he does not chair it while the other stated that he does
chair the committee. In the case of the former, he describes his role and what he believes
it says about his interest and commitment to quality:
I choose to be appointed to - I appoint myself - to the quality committee of the
hospital, so I attend as a member, even though he chairs the meeting. And I think
that that's another way, both symbolically and really, about saying what's
important. And I choose deliberately to regularly ask questions and speak up.
A different hospital administrator described similar involvement and also alluded to the
impact of his involvement:
And even though I may, at times, look stupid to a clinician, I think that they
regularly know that I'm not interested in hurrying the meeting; I'm interested in
having quality conversation.
However, one participant indicated that he does have direct involvement in QI as well.
I

He described an interesting program in his hospital where all he and his senior executives
leave their positions for a week to become involved in addressing an area that needs
improvement. He stated:
For instance, so far I have been on three week-long - what they call rapid
improvement events - so that means I just set aside my schedule for the week and
basically become a team member, just like a housekeeper or a technician or
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whatever, looking at the discharge process or whatever processes it might be. The
requirement is that once a year, you'll spend at least a week outside your job, and
you will join a process improvement team.
In addition to demonstrating their commitment to quality, one hospital administrator
described how being directly involved in the quality committee helped him to stay on top
of quality-related issues:
So I like to be at that meeting, because what I'm hearing, then, are the results of
what you could call subcommittee work, reporting to the hospital-wide
committee, which is then going to report its deliberations and decisions to an
advisory board, which serves as a subcommittee of the board of directors of a
larger corporation. Then that report is again reiterated at the board of directors.
So now I've heard the same thing three times. So now I actually am tutored, and
at the board, I can speak up on these issues, along with the chief medical officer, I
can refer the board to a6eas that I think that they ought to be cognizant of.
Keep it real. In addition to believing it was important that they have an active
involvement in QI activities, the participants indicated that they also felt the focus of
those activities was important. Specifically, they felt it was important for staff to see that
the QI activities were "real" and that they focused on areas that truly needed to be
improved. In other words, they indicated that their staff recognizes it when they see
actual improvements that have a positive impact on patient outcomes. Conversely, they
will recognize a "fake" program when they see it. For example, one hospital
administrator said, "the worst thing a hospital can have, I think, is a quality committee
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that's been convened to meet the Joint Commission standards, and all they're doing is
rubber stamping stuff."
Several hospital administrators stated that they believed it was possible to "game"
the system when it comes to quality standards that are generated externally. For example,
one hospital administrator stated:
There's a little bit of - and I even feel a part of this. There's a little bit of
cynicism that's slipping in when we see that you can move your numbers,
particularly around AMI or heart or pneumonia, a lot of these measures, that you
can move your numbers almost by gaming the system.
Another hospital administrator echoed similar concerns:
So it's not really cha:dging the quality, so it's not like well, do you really get that
beta blocker or not and that does have an impact, but kind of whether you get
those patients that are open heart surgery patients, they're not doing well, off the
unit into a hospice unit so the numbers and coding [sic], so there are [sic] some I
hate to say gaming, but that's actually, I think, what it is. There is some gaming
that doesn't really have anything to do with the real delivery of care, but how you
can tweak some coding aspects or tweak some other things that make the numbers
look better because in the end it's all about the numbers.
A second part to ensuring that their organizations are focusing on the "right"
things is letting their staff and their boards know about it. Several of the participants
indicated that they disseminate their quality data widely and that it can be seen
throughout the organization on posters and charts. They further indicated that when they
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see an opportunity to improve, they address it. For example, one hospital administrator
described how he would address this within his organization:
I want to show you our numbers that stack up very nicely to state numbers; I want
to show you where they don't, and what we're doing about it, so that you're clear
that we're maniacal about this. If we don't do well, we get a team together, we
give them a charge, and we exp~ct them to report back through the quality process
all the way up to the board, so we are holding ourselves accountable where we're
not doing well.
In short, these hospital administrators believe that it is very important that their QI
activities focus on those things that truly improve quality if their organizations are to
believe that they are committed to improving quality. A commitment to "real'"
improvement also has a direct (and very positive) impact on their organizational culture
that will be discussed later.
They really believe. The most important aspect of their personal engagement in
QI is not fully reflected in the interview transcripts. As the interviews progressed, it
became very clear that all of the hospital administrators had a fundamental belief that it
was their responsibility to ensure that their organizations delivered the best care possible.
As they spoke about quality, nothing about their tone of voice or the way they spoke gave
any indication whatsoever that they were simply reciting talking points. Everything they
said, as well as the way they said it, indicated that they really believe in the importance of
QI. One hospital administrator described his personal belief and vision for quality:
I personally believe that the next swing in quality improvement will be that
somehow in healthcare we believe that 90 percent is good enough, so if I get the
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medication right 90 percent of the time, if I date and time my orders 90 percent of
the time, good enough. Well, would you be satisfied if your plane usually landed
without crashing? Would you be satisfied if your car started usually, but 10
percent of the time it just didn't work? And I think that there's a higher moral
calling [italics added] that is on our industry that given the pains that have been

taken to get the error rate as it relates to my iPod, why in the world would we not
be striving and getting to that level when we're talking about patients' lives and
permanent either disfigurements or permanent injury or ultimately death as a
result of our processes not working perfectly every time?
Another administrator expressed similar beliefs in a succinct manner when he said, "If
we're not providing safe and good quality care, we shouldn't be in business-it's as simple
as that."
While it is beyond the scope of this study, it is quite possible that the hospital
administrator's belief in quality is the single important aspect of their ability to
demonstrate their commitment to it. This is an area that warrants further study.
Summary. As was noted previously, the literature indicates that leaders need to be
actively engaged in QI activities. Table 1 provides a summary of their roles and activities
with regard to their engagement in QI activities. The results of the interviews with these
hospital administrators indicate that they set the vision and the direction of the
organization both verbally and in writing. They focus on QI, talk about QI constantly,
they are involved in QI committees and teams, and they ensure that the organization
focuses on real improvements. They truly believe that quality is their responsibility and
they evidence that belief through both words and actions.
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Table 1
Personal Engagement in Quality Improvement

What They Do

How They Do It

Set the Direction and Vision

They formalize it in writing
They communicate it both verbally and in
writing
They focus on it and talk about QI-a lot
They are actively involved in committees
and teams-sometimes as leaders,
sometimes as members
TheV keep it real
They really believe

Demonstrate Commitment to Quality

Developing a relationship with clinical staff
Introduction. This section will discuss how these hospital administrators have
managed to develop relationships with their clinical staff. In many ways, this topic is
directly related to the fITst section in that a great deal of this process involves convincing
the clinicians that the hospital administrator really is interested in improving the quality
of care.
The reality is that clinicians must, at a minimum, be involved in the quality
improvement process because they are the ones who provide care. As one hospital
administrator said, "we would be a non-starter without a good doctor or two channeling
the support." However, the reality is that these hospital administrators have managed to
create an environment where the clinicians are not only involved in QI efforts, they are
leading those efforts. The focus of this section will be on identifying how they managed
to do that.
Physician champion. All but one of the participants indicated that they have a
physician champion for quality and they all had three things in common. First, all of the
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physician champions had formal authority within the organization. Second, all of the
hospital administrators had developed personal relationships with their physician
champions. Third, all of the hospital administrators indicated that they and their physician
champions were like-minded but that the physician was also respected as a clinician
among his or her peers.
Fonnal authority. All of the hospital administrators stated that their physician
champion held formal authority within the organization at the Vice President level and
each indicated that the physician champion was a direct report. In addition, they indicated
that the physician champions had the authority to take action to improve quality
whenever they thought it was appropriate. For example, one hospital administrator stated:
We also gave him carte blanche - he's been very good about this by the way,
because he always comes to me to discuss these things - but he also kind of got
carte blanche. He can effectuate any change that he thinks is necessary, but ifit
costs money we have to talk about it.
The same hospital administrator also indicated that the organization took another
action that signified the importance of the physician champion. In addition to the
physician champion reporting directly to him, they added another "dot, dot, dot" to the
organizational chart that leads directly to the board. The inference is that the physician
champion has the authority to go directly to the board should he deem it to be necessary.
The hospital administrator believes the effect of this is that it sends a clear message as to
the importance of this person within the organization.
Personal relationship and being like-minded. Obviously, this type of dual-report
relationship requires a great deal of trust on both sides and this leads into the second
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commonality that these organizations have: All of the hospital administrators have
developed personal relationships with their physician champions. Their descriptions of
these relationships ranged from "we are the best of friends" to "we are close friends and
colleagues." One of the hospital administrators described their relationship like this:
Well, for a lot of different reasons, not just in quality, it's like a hand in glove
relationship, with a lot of honest conversation, not always agreeing, but we know
when we don't agree. Neither of us hides anything from the other person, which
by the way, would be one of the hallmark qualities of whether you're going to be
able to pull off a quality department. If people don't trust each other and don't
speak honestly, you're just going to hide things from each other. So we're really
good, I think, at taking the time to say, you know what, I'm not sure what you
said at that meeting. I don't think I agree with that.
They also described having a relationship where, even when they have a
difference of opinion, the hospital administrator and the physician champion are able to
work collaboratively to resolve it. For example, one hospital administrator said that he
and his physician champion have agreed to "sit down and talk about" any significant
difference of opinion and they have always been able to "work it out" when this situation
has arisen in the past.
Finally, the hospital administrator indicated that they felt it was important that
they and their physician champions shared similar views on quality, and even life in
general, that they are able to mesh and work as a team. One hospital administrator
described it in this way:
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What ended up happening here is that he and I had enough discussions about our
view on life that we - what's the word I'm looking for - we have a shared vision
of how to develop a quality outcome and quality process.
Clinical respect. The hospital administrators made it clear that they chose
physician champions who are not only knowledgable in quality but who are also highly
motivated and who are respected among their peers. They felt the latter was especially
important because, as one hospital administrator said, "physicians do not, in their hearts,
believe that the administration is dedicated to quality or the patient." Thus, having a
physician champion who is respected among his peers goes a long way toward earning
the trust of the other clinicians who practice within the organization. This is the topic of
the next section.
Getting the other physicians on board. As was noted previously, QI efforts are
very dependent upon clinical staff, especially physicians. Thus, in addition to having a
physician champion, it is also important to have as many physicians "on board" as
possible. Yet, there is often a barrier of sorts between physicians and administration that
revolves around a distrust of the former regarding the motives of the latter. In short, the
former tend to take the view that they are "for" the patient while they view administrators
as being "for" the money.
Developing trust. The participants recognized this and, during the course of the
interviews, spoke to improving the trust between physicians and administrations. Several
felt that the first step in doing so is to find a common ground. For these administrators,
without exception, the common ground is their interest in the well-being of the patient.
As was noted in the previous section, all of hospital administrators hold the view that
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their primary focus has to be on the patient. Thus, this has the ability to bridge the gap
between the physicians and administration. As one hospital administrator said, "If I can
go into any meeting on any topic with the medical staff, and if my first statement is,
we're going to focus on what's best for the patient, you [sic] can really resolve the issue."
Another hospital administrator expressed a similar view when he said:
When the conversation is centered around hey, how can we help patients have a
better experience, how do we ensure that their safety is tantamount ... you don't
have to ask twice. Normally, it's more of a function of can we have a leadership
and administrative standpoint keep focused on the right thing? And to the degree
that we get our minds around that, the staff has no problem lining up and saying
heck, yeah, that's why I went to medical school, that's why I spent four years
getting my nursing degree and later my master's of nursing.
In addition to "speaking their language" by focusing on the patient first, the
participants also spoke of demonstrating that they care about the physicians and their
views with regard to QI. One hospital administrator gave an example of how he and his
physician champion managed to do this. He stated,
One of the things that he and I did was mostly I wanted - this is when I was first
starting out, and I wanted to demonstrate that this was a different regime, and I
wanted to get them on my side - he and I, in very small batches, like four at a
time or five at time, we went through the entire medical staff - and what we did
was we took them out to dinner, and invited the spouses to come. And then we'd
do little flipchart on what could we do better? \\-'hat gets in your way? What was
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good about it was it was a social event but it wasn't If I'd sat in the conference
and done that they mayor may not have come.
A key to their approach lies in the fact that they focused on the physician's needs. The
hospital administrator went on to say:
But that was extremely helpful in getting them off the fence because it showed I
cared about them. That set the tone for everything else we did, frankly. You can't
do any of this stuff if you don't - first of all you have to demonstrate a
commitment to it. They have to believe it It can't just be talk. If you're fighting
over something else, how are you going to get this done? So we're not fighting
over anything.
Be honest. The hospital administrators also felt that another key to establishing a
sense of trust is through speaking honestly and openly with them. The hospital
administrators felt that "by having enough dialogue with the physicians about where the
organization is going and what we are doing" they were able to establish a sense that both
sides understood the other side. He went on to say:
Because of the fact we talked enough about why we are doing what we are doing,
and because we respect the physician's need to understand why they're doing
what they're doing, that has made a difference in the adoption rate that we have
been able to obtain; which is really pretty incredible.
Another hospital administrator echoed this by saying, "doctors ... will go for the
truth, and if you have presented them with the truth through the right presentation of data,
they will actually work with you."
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Data is important. All of the hospital administrators were clear in their opinion
that the physicians consider data very important. The physicians want to see scientific
evidence that a particular improvement is needed before they will take it seriously. If they
are not convinced of the data, they will not buy into a QI project. As one hospital
administrator said:
And the thing that we have learned with our medical staff is data, data, data - that
to the degree that you can show, from a scientific method, by the methodology,
about the current state of affairs, that they can really get involved.
A different hospital administrator concurred when he said, "If doctors don't trust your
data, then you're going nowhere. You might as well just forget it." Finally, another
hospital administrator said:
And that's through the entire thing because if you want to [sic] - physicians are
very data driven. Let's say that somebody has a higher infection rate or something
than what you might expect, you have to have some credibility about what data
you're presenting. The data has to be correct.
However, the hospital administrators were equally as confident that physicians are
very willing to change when they believe the data. When asked how the physicians would
respond when they believe the data is correct, one hospital administrator said:
They normally just change. They don't want to be held out as liars. They're a
highly competitive bunch. They're intelligent and they've always been at the top
of any group they've ever been stratified with. You know, medical school entry is
a highly competitive process, so these are people who are used to winning. They
don't want to be a loser.
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However, failure to provide good data with regard to opportunities to improve can have
disastrous results. As one hospital administrator said:
And you've got to be careful that the people who work in this area are experts at
the acquisition of data, and actually know what they've done, because good
doctors who have training in statistics, especially, will tear you apart, and they'll
tear you apart, unfortunately, in front of their peers, and that could actually derail
an entire quality initiative if you're not careful.
Summary. The participants were unanimous in their belief that physician
participation and support are crucial to improving the quality of care provided in their
organizations. As was the case with the work of Bradley et al (2003), they felt it was
important to have a physician champion for quality. To accomplish this, they identified a
physician who shared their views on quality, gave them the authority to make
improvements, and they worked together to improve quality.
In addition, the hospital administrators suggested that they were able to get other
physicians on board by "speaking their language: and focusing on the patient first, being
honest with them and earning their trust, and by providing them with credible data. Table
2 provides a summary of how these hospital administrators have been able to develop
relationships with clinical staff.
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'[able 2
Developing a positive relationship with clinical staff

What They Do
Identify and support a physician
champion

Get the other physicians on board

How They Do It

Identify a like-minded physician who is
respected among hislber peers
Give him/her formal authority
Collaborate and partner with himlber
Speak their language: patient first
Be honest and earn their trust
Use good data

Provision of Resources
Interestingly, the hospital administrators did not view quality improvement as
requiring an abundance of resources. They seemed to view the costs and resources
associated with QI as a necessary part of doing business. However, that is not to say that
they do not consider cost. Rather, the hospital administrators view quality as a component
of their overall strategy and QI as an implementation of that strategy. One hospital
administrator explained the relationship between organizational strategy and quality like
this: "I mean as you sit and do your strategic plan, that strategic plan is going to have all
types of different quality implications." Another hospital administrator described their
process of allocating resources to QI projects based upon organizational strategy and
goals:
We ask the areas of the hospital and the interdisciplinary committees to submit to
us their quality plan for the coming year. Now, this is not just a Joint
Commission requirement, but it's a good way of doing business, because the
hospital administration and medical leadership then give feedback to that process,
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and they put things in a priority order. So these three areas of planning for quality
have our highest attention and priority. We're going to throw resources at this.
Thus, the QI projects that are directly related to organizational strategy and goals
receive the majority of the focus with regard to resources. This also has the practical
effect of keeping the members of the organization focused on common goals. One
hospital administrator explained it this way:
But we try to give the hospital people a sense of priority so that you don't try to
do too much. Most hospitals are filled with comer analytics and people who are
driven almost neurotically to do a good job, and if you don't stop them, they try to
do too many things. So you got to get them focused on just a few so you actually
do make a difference in those. I'd be much more satisfied to reduce the number
of patients falling out of beds, for example, than I might some other more minor
quality initiative.
Another hospital administrator explained that his organization prioritized QI
projects based upon feedback from lower levels. However, the final decision with regard
to priority was made "at the top" and was based upon organizational goals and strategy.
Once the final decision is made, it then becomes a matter of "making sure you have
adequate resources budgeted to support their success in the next year." "If they need
outside help", he continued, "if they need hardware, software, equipment, more people,
you want to make sure that you're putting those things in place."
A different hospital administrator explained that the provision of resources was a
key aspect of his personal commitment to quality improvement as he assumed leadership
of the organization. As he put it:
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It was in an investment and resources to put my mouth - and money in the same
alignment, so investment and resources. A lot of the software products that we've
purchased - part of that investment in education - part of that was putting
resources people, software, all that around quality was an important part of my
agenda [sic].
Finally, a hospital administrator described how his organization had concerns that
they would lose track of finances as they moved toward becoming a quality organization.
Ultimately, they were able to create a balance between the two. This is how he described
the concern at the time:
There was a concern that if we took our eye off of finance, that even though our
finances were okay, if we took our eye off of finances that they would go the
wrong direction and that we'd have to then abandon quality and come back to
finances, almost like an either/or. We kept trying to make sure that we kept the
appropriate hand on the wheel in finances, but increasing the focus and attention
to the quality.
Infonnation Technology. The hospital administrators all felt that investing in necessary
information systems was very important to the success of their quality initiatives.
However, they did not feel that it was necessary for them to invest in the most elaborate
(and expensive) computer system. Rather, they felt, as one hospital administrator put it,
that they needed to be ''judiciously [italics added] and systematically investing in
technology infrastructure." Another hospital administrator stated:
We had to have some kind of computerized system for bedside medication. And
there are a lot of fancy, pretty, well-working systems you can get into, but then
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they were going to cost a gazillions of dollars. But after waiting a while, we
settled for the one that went with the system we already had. Is it the greatest?
No. Do you have to work a little harder on it? Yeah. But we got there without
spending gazillions.
In short, the hospital administrators felt that they needed to "invest in technology
that will make it easier to do the right thing on a consistent basis and do it from a fail-safe
kind of way." However, they did note that they considered information technology to be
the most expensive investment related to their QI activities.
Looking beyond Return on Investment (ROI). Still, the hospital administrators felt it was
necessary to look beyond ROI. Their reasoning for this was that they simply could not
identify a return for certain quality initiatives but that did not make them any less
important or imperative. One hospital administrator described how they addressed this
issue with his board:
Our board has really been tough on us on that. And we've tried the strategy of,
you need to understand, this is a tool needed for the modem hospital today. And
they say, what's the return on investment? Well, I spoke very frankly, I said, I'm
afraid to look like we're making up numbers to you, so if we say we have 500
times where a drug could have mistakenly gotten to a patient and could have
caused untoward event, and we're going to multiply that times some industry
standard that comes out of some journal and tell you we're only going to have 250
of these, and therefore, we saved x amount of dollars, I feel like we're playing a
game with you.
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In short, he was stating that cost (or error) avoidance is ROI but it is much more difficult
to quantify these types of savings. Another hospital administrator echoed those
sentiments when he stated, "90 percent of the quality initiatives that will be coming out in
the future will be able to articulate a return, maybe not a dollar return, but a error
avoidance or something else."
Finally, two hospital administrators indicated that there were situations where
they felt they had an obligation to put the patient first regardless of cost. The first hospital
administrator put it in terms of clinical outcomes:
I think that in terms of the outcome, there is usually some type of cost efficiency,
or a cost avoidance factor involved. I mean it may be that the patient gets out of
here quicker. It may mean that there wasn't a med. error where we had to do some
service recovery on that patient after that. I think that there is almost always some
type of a cost associated with a performance improvement outcome.
The second hospital administrator put it in terms of what his organization felt was an
ethical obligation:
When you have a set of criteria for example, an ethical decision making criteria
that board has approved, and so consequently a decision to go forward with
something that has a high quality result, but not a financial result, is something
that we need in a mission context.
Providing education and training. The provision of education and training
regarding QI was discussed in a previous section. Thus, the results in this regard will not
be discussed again here except to say that the participants felt that this was an important
aspect of the provision of resources.
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Staffing. Surprisingly, none of the hospital administrators expressed a concern
regarding staffing levels nor did they comment on the relationship between QI activities
and having enough staff to conduct those activities. There are many potential reasons for
this that may merit further exploration. For example, it is possible that part of their
success with regard to quality lies in them having good staffing levels on a consistent
basis.
Summary. The results of the question regarding how hospital administrators
provide needed resources for QI activities is summarized in Table 3. In short, the hospital
administrators stated that they prioritize QI goals, identify and provide needed training,
and they identify and provide infonnation technology tools based upon the needs of the
organization. They also stated that they felt it was necessary to look beyond whether a
particular goal has an ROI because cost avoidance is often the result of QI activities.
However, they believe that it can be difficult to quantify cost avoidance and they must
often take a "leap of faith" that improving quality in a particular area is the right thing to
do. Finally, none of the hospital administrators expressed a concern regarding staffing.
Table 3
Provision of resources
What They Do
Prioritize by importanee-keepthe

organization focused

Look beyond money

How They Do It

Prioritize.QI·goals· based· upon
organizational strategy and. goals
Identify and provide needed training
(cleatify andproeureneeessary IT tools
Recognize that you cannot always
identify a ROI
ReeogBize that cost avoidance is ROI but
is difficult to quantify
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Support ofOI with Organizational Structures
Introduction. As the hospital administrators discussed this topic, several things
became clear. First, in their organizations all levels of leadership are involved in quality
improvement. There is a commitment to, and an involvement in, quality that runs "down'"
from the board, through the senior executives, through the directors, and all the way
down to the first line supervisors. Second, all of these players are held accountable for
quality goals and in many cases part of their compensation is tied to these goals. Thus,
this section will focus on these topics while discussing how the organizational structures
of these organizations support QI activities.
It starts at the top. When hospital staff members want to know whether QI is
important, they look "up." They look to their supervisors, to the executive staff, to the
hospital administrator, and to the board in an attempt to determine the true intent of these
individuals with regard to QI. If they perceive that those above them are not truly
committed to quality, they will respond accordingly and place lesser importance on this
as well. Again, this has a direct impact on the quality culture of the organization and it
will be discussed at length in that section. As one hospital administrator said:
To truly change the culture up one more notch, it has to be a full engagement of
every leader in your organization in every position and that's what we're going to
be talking about.
Of course this includes personal engagement of the hospital administrator, which
was discussed earlier. The hospital administrator has a clear and definite role in this as he
or she is viewed as the leader of the organization. However, there are other "parts" of the
organizational structure that playa role as well. The first of those is the board.
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The role of the board. The hospital administrators all stated that their boards have
an understanding and a direct involvement in quality. That does not mean it was easy to
get them involved. Rather, doing so required education and slowly moving them away
from having a primary focus on finance toward having a primary focus on the quality of
care that is provided by the hospital. This was a key theme among the hospital
administrators. As one hospital administrator said:
Another aspect of this whole thing in terms of quality is to ensure that when we
have governmental kinds of interactions that much of that agenda is around
quality. It took a fair amount of effort to get the board members to get away from
finance. They all understood the numbers on income expenses statements. They
didn't have a clue about the numbers related to best practice for quality.
Another hospital administrator discussed how they have to continue to educate their
board:
Because I think the board has several key responsibilities, finances is one, but too
often, that's all they pay attention to, and from the community's point of view, as
much as liability, they have to be concerned about whether the services provided
are appropriate to the community. It's a not-for-profit organization, and they're
charged with knowing enough.

So we actually take time in meetings to, on

occasion, step back from the normal reporting, and tutor the board about their job,
and also about what are some of the things that they're looking at. We even, at
times, have told them, you haven't asked us any questions about this stuff, are you
aware that this is a problem area?
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Two other hospital administrators echoed those thoughts and described how changing the
focus of the board has had a direct impact on their discussions. The first hospital
administrator said:
So we had to get them educated and part of that we were educating ourselves at
the same time, but to get the board educated so that the board could say we're
spending now more time and more focus on quality. And it took a year or so just
to go through that transition, but now the board would say when you ask them
what's your primary focus they will say quality outcomes and that sort of thing.
A second hospital administrator said:
The other thing I'll say is that - well it's really not me personally, is our Board has
a committee called the Performance Improvement Committee that reviews all of
our quality and accreditation-related performance. So it gets a monthly report and
it's ranked up there, in terms of priority, as the first report of the committees at the
board meetings.
Interestingly, two of the hospital administrators stated that they have physicians
on their board. They noted that this could create the impression of a conflict of interest
but that they have been able to overcome that through their corporate structure. Their
point is that, by having physicians on the board, the physicians are helping "to set the
quality agenda."
In addition, they noted that this also creates a situation where the physicians have
direct access to the board. The impact of this is that the hospital administrators feel that
the physicians cannot say that the board doesn't understand. This hospital administrator
put it like this:
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We spend the first half hour or 45 minutes in the board meeting doing quality
reports. And then we talk about the other stuff... and so by the time it gets to talk
about the other stuff, clearly it's [quality] just the top of everybody's agenda - it is
a different culture [sic]. And so it's very hard for - it's not the kind of place where
the physicians can argue that the board doesn't know this- or they don't care about
that. They're on it. The board is you.
Involvement at other levels. Thus, the staff are able to see that the board is
involved in QI, they see that the hospital administrator is involved in QI, and they even
see some of the physicians involved in QI. In addition to the senior leaders, all of the
hospital administrators indicated that their supervisors and executive staff are directly
involved in QI as well. In the case of the senior executives, one hospital administrator
described their role like this:
They (senior leaders) kind of become me in those processes. I mean they are
either on the teams or they are hearing about the team performances, either in
department director meetings or direct meetings with their people.
The hospital administrators also noted that the senior executives also have a role in
holding department directors and supervisors accountable for their QI goals. One hospital
administrator described their process of accountability in this way:
We have a senior leadership counsel of four or five executives that meet weekly
and do what senior leaderships teams do when they meet weekly, but if a
department director misses their number on a monthly basis, there's a first level of
accountability-they have to develop a plan and meet with their VP. If there's
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something they have to

do~

they meet in the third month, they have to come to our

little group and appear in front of us ... and nobody wants to come do that [sic].
Another hospital administrator described how their directors are required to make a
periodic presentation on their QI results and the impact it has on accountability:
Well, by actually making them get up and do a presentation, and it's awfully
embarrassing to stand up there and not have a clue what you're going to say if
you're a director. So the whole notion of seeing their peers reporting on their
process improvement, knowing they are going to have to do it in three months,
motivates them.
Even the physicians are held accountable. One hospital administrator described
how his organization has a system of accountability for the physicians. The key here,
though, is that it is the physician leaders that hold the physicians accountable (versus the
administrative leaders). He described their process like this:
Our process of accountability has been helpful, that if the doc falls out of the
measure on a monthly basis then one of our physician advisors will sit down with
him. If it falls out a second month, it steps up another level and has to meet with
the department of medicine or surgery. If he falls out a third month, he's gotta
[sic] come to the medical executive committee and all that accountability was put
in place hoping that we never get to that. And we haven't yet. So people realize
that things are different.
Formal authority. As was noted previously, all but one of the hospital
administrators indicated that they had a physician champion for quality and that this
person had formal authority at the Vice President level. In all of these cases, this person
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also served as the person who was responsible for the QI activities within the
organization.
As was noted previously, by placing the formal leader of QI at the top of the
organization, the hospital administrators are making a statement that QI is important.
Further, the relationship between the physician champion and the hospital administrator
was discussed previously as well and all of the hospital administrators indicated that they
have a close, collaborative relationship with their physician champion. This has the effect
of "saying" to the organization that quality is important to the hospital administrator and
that the Vice President has his or her full backing regarding QI.
Incentives. Two of the hospital administrators indicated that they had incentive
compensation of their executive team and department directors tied directly to the degree
to which they meet their quality goals. However, one hospital administrator had a view
that was in complete opposition to this. In fact, he made a point to go to the board and ask
for these compensation mechanisms (to include his own) to be eliminated because he felt
it created a situation where the physicians would question their motives. He said:
One of the first things I did, I went to the board and said abolish this plan, which
is very costly to me, by the way. But I said abolish this plan because so long as it
exists they're [the physicians] going to wonder why am I doing that. Because I'm
going to get a bonus? And they can't help it.
Given the differing viewpoints, this is an area that may merit further research.
Summary. This section reported the results of the questions related to how these
hospital administrators support QI within their organizations. The results, which are
detailed in Table 4, indicate that they ensure that everyone in the organization is involved
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in QI (to include senior leadership), they hold people accountable for QI goals, and some
organizations reward people for meeting their QI goals through compensation
mechanisms. Finally, the person who is responsible for quality, usually the Vice
President for Medical Affairs, has clear and definite formal authority to implement
change as well as having the full support of the hospital administrator.
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Table 4
Support of 01 with Organizational Structures

What They Do

How They Do It

Involve everyone in QI

'Make sure the board is actively involved
in QI
Make sure all levels of leadership are
actively involved in QI
They have reporting procedures in place
to ensure .that all levels of the
organization are focusing on QI
Some hospitals tie compensation to
quality goals
Person responsible for quality holds a
high-level position within the
organization

Hold everyone accountable

Incentives
Formal support for QI

Fostering a 01 Culture
Introduction. The key question that was to be asked of these hospital
administrators was, "How do you foster a culture of quality within your organization?"
As the interviews progressed, it became clear that the primary answer to this question
would not come from asking the question directly (although it was asked directly as
well); rather, it came from asking the other questions in the interview guide. In short, the
interviews ultimately revealed that a culture of quality was born from the hospital
administrator, the board, and the other clinical and administrative leaders demonstrating a
commitment and dedication to quality. Thus, in a way, this section serves as the results
section for all of the previous sections in that it demonstrates what can happen when you
do all of the "right" things.
A cascading effect. While this is an area that merits further research, it appears
that performing the roles and activities that have been reported in the previous sections
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had a cascading effect that eventually permeated the entire organization. As was
discussed previously, these hospital administrators set the vision and direction,
communicated that vision over and over again, got key people on board, cultivated
relationships with clinicians, held people accountable for quality, and provided needed
resources to ensure that people had the tools they needed to achieve their goals. The best
way to describe how these organizations managed to achieve a quality culture is to
simply say that all of these roles and activities converged together and changed the
organizational focus over time. That is not to say it was easy, though, because it was not.
As one hospital administrator said:
Well, the transition was hard in that we were going in a direction and doing things
that we really didn't have any experience or base [sic] to do. So there was a little
bit of blind leading the blind. We just had an intuitiveness we were doing the right
thing and stayed focused, but we really had to do a lot of self-discovery and we
made a lot of mistakes along the way and we did things wrong and had to undo
them and redo them [sic]. And that's always frustrating.
In addition, when asked how they created a culture of quality, the hospital
administrators stated that it all began with admitting and recognizing that there is
a problem and getting people to work toward addressing the problem. In other
words, the hospital administrators created a sense of urgency and they indicated
that this was a key in moving the organization toward change. However, they also
thought that this initial step was the most difficult because no one likes to hear
that they need to improve in a given area. One hospital administrator said, "this is
probably the hardest thing that I found to do - is getting the key keepers to accept
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reality." Another had a similar comment when he said, "getting them to accept
reality is the hardest thing, but also the most liberating once it happens."
Two of the hospital administrators described how they took this initial step. The
first described his experience with a problem the organization was having with their
patient satisfaction scores:
Literally, our patient satisfaction was just god-awful. It was terrible. They were in
the single digit percentile that year, and getting our nurse executive to accept that
it was real and that it was okay - not okay that we were that bad, but she wasn't
going to get fired because of that result, she'll only get fired if we don't work on
it. It took a lot of lifting to get that accepted, that it was real. So getting people to
understand that they are not the best, and that it's okay [sic].
The same hospital administrator continued and explained how they managed to
address the problem:
Every leader had to show up, and what everyone did was everyone had to get up
and read their patient satisfaction comments from the previous week and the
Board had the comment, so you couldn't even fudge it, you had to read them. So
the nurse manager of the ER would have to pick it up and say that there was too
long of a wait time, or they were rude and insensitive or whatever, and here's what
we're going to do about it. The idea is we got, you know, the nurse manager didn't
get fired after the first two or three weeks, as long as she's working on it, it's okay.
Addressing the patient satisfaction issue in this manner accomplished two things.
First, by bringing it to the forefront, the leaders of the organization made it clear that it
was not acceptable and that they would have to improve, thereby creating a sense of
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urgency. Second, they let everyone know that it was "okay" to have weaknesses as long
as they are working to address them.
The second hospital administrator described how they addressed a clinical issue
that had been identified as a weakness:
The medical staffhad been dealing with it, just not very well. The first thing we
did, we got all the people who do the abstracting, coding and work, and we
basically said, every chart that has a deviation will be reviewed at least three
times. It will be reviewed twice for accuracy to make sure that we didn't miss
something that affects the score because I don't want to deal with docs without
having valid information, and then we have a physician reviewer go over it to
make sure that we understood why it might have been missed, and use that as an
educational feedback on how we needed to change systems in order to not have
the problem.
In this case a physician reviewer examined the charts and addressed the issue with
the physicians. By doing it this way, they legitimized the problem by having "one of their
own" conducting the reviews.
On truth, honesty, and trust. Being honest and truthful was a major theme that ran
throughout the interviews. All of the hospital administrators felt that, for them to effect
change, they would have to be completely honest with their organization. An example
that epitomizes their views regarding honesty occurred when one hospital administrator
was asked whether honesty was a key to changing the culture of the organization. He
said, "the opposite of that question is do you believe that dishonesty is a working method
that will ever have any sustainability?" Of course, his answer was "absolutely not."
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Another hospital administrator said, "If people don't trust each other and don't speak
honestly, you're just going to hide things from each other."
Several of the hospital administrators spoke to the issue of honesty and trust,
especially with regard to the clinical staff. They felt trust was imperative to their
credibility and a lack of credibility will create a situation where change is simply not
sustainable. As one hospital administrator said, "What you'd want is honesty and
transparency. The truth is going to come out anyway. The only difference is how long it's
going to take -

and if it takes more than the first discussion, you've lost credibility."

Another hospital administrator assessed the impact of credibility when he said, "if you
have credibility, then together you can work on finding a solution."
When another hospital administrator was asked if clinicians within his
organization had come to believe that he is being honest with them about what's working
and what is not, he said: "Yes, and that leads to the reason that they believe it." Another
hospital administrator said, "If doctors don't trust your data, then you're going nowhere;
they have to be able to fully trust you."
Thus, establishing an atmosphere where honesty is the rule rather than the
exception and people trust one another was very important to these hospital
administrators. In fact, they viewed it as absolutely essential to creating a QI culture.
Admitting mistakes. Another part of being honest is having the capability to admit
mistakes. The hospital administrators felt that their organizations fostered an atmosphere
where their goal is to improve QI and if something does not work, they had no problem
with backing up and trying something else. For example one hospital administrator
stated:
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So rather than say that it's our way or the highway, there's a sense that if it's really
a bad idea, and people talk enough about it in an objective way rather than an
obstructive way, we will change.
Another hospital administrator had a similar outlook:
We don't really formally regulate that all the time, but if we try something that is
not working, we are very responsive about fixing what isn't. We don't - because
of organizational ego - think we are going to put in CPOE and we are going to
make it that this is how it's going to be and you'll live with it.
Of course, by taking this position, it also sends a message that people need not be
afraid of failure. If something does not work, it is not an indictment of those who
attempted to effect an improvement. Rather, it simply means that they will continue to try
to find a solution. One hospital administrator expanded on this concept when he said:
We try to tie in risk taking and error reporting as a way to educate ourselves about
how to do it differently. In other words, don't say that the people are bad. Say
that the process is bad. You were following the process. This is not your fault. If
nothing else, it's our fault for having a process in place that doesn't work well. So
let's figure out how we change the process. And if you can keep it not focused on
the individual, and keep it focused on the process, you can encourage risk taking.
Adjusting expectations. The hospital administrators also discussed how continuing to "set
the bar higher" results in a culture that is focused on QI. In short, when they achieve a
goal, they set another one and work toward achieving it. For example, one hospital
administrator described this process in this manner:
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Yeah, I mean you've got to talk about it with your folks, and you've got to say;
now fine, look guys, you guys did great. You've got some new expectation levels
out there. Let's re-establish the boundaries. Let's reset the parameters that we're
going to be shooting for. Let's ratchet down what we think we can do just a little
bit more. Let's make it a little bit tougher to hit our goal.
Of course, if the organization continues to "set the bar higher", it follows that
there might be a concern that people could become burned out. However, it was
surprising to note that the hospital administrators did not feel this was the case. They felt
that achieving their goals generated a sense of organizational excitement and motivation.
As one hospital administrator said, "it's not a matter of burning them out-you're just firing
them up if it's correctly done." Another hospital administrator echoed that comment when
he said:
So it is - there is a wear and tear, no doubt, to it, but at the same time we're
smiling when we see that we were in the tenth percentile on something and
90 percent of the people around us were better and that becomes a 30th percentile,
then it becomes a 50th percentile. So we've had at least enough improvement in
everything, not all at the same rate, but enough improvement that that's probably
provided the greatest kind of support for people not feeling burned out or
consumed yet because they think - they see that they are making a difference and
it does matter.
Finally, a different hospital administrator stated:
If correctly done, quality improvement efforts should be energy-producing, not
energy-draining. And if the right projects are taken, and you engaged your work
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force around it, it is something that gets them very excited because they can see,
correctly empowered, how things that frustrate them, how they can be resourced
and how they can take those things that frustrate them and frustrate their patients,
you can empower them to get some of those things fixed.
Further, as was discussed previously, the hospital administrators make it a point to
celebrate their successes. For example, with regard to the physicians, one hospital
administrator said:
We congratulate our medical staff on the awards and this is a reflection of your
quality. We make them a part of it. It's not something that's being imposed. We
say, "This is a reflection that you provide the best care in the region. You're good
doctors."
Organizational Pride. Finally, all of these things seemed to culminate into a sense
of organizational pride. As the hospital administrators discussed this topic, it became
clear that the members of their organizations seem to have an attitude of "it is us against
the world" or "everyone else can manipulate their data, but we won't because we are
committed to being the best." The best way to state it is that the members of the
organization take pride in QI because it means that they are moving beyond the ordinary;
they are achieving extraordinary success and that keeps them excited. The following
comments from the hospital administrators demonstrate the impact of pride within the
organization:
But it was really, for them, I think, a sense of pride that the institution that they
were a part of was setting itself up with these kind of expectations in terms of
national expectations and we've always had - we don't want to be measured to
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the median in our state because we don't think the median in our state is good
enough.
A second hospital administrator stated:
So they felt that sense of pride as they were engaged in being parts of teams and
processes and particularly, I think if there's anyone thing particularly for the
nurses, the pharmacists, the med techs, when they saw the kind of accountability
and we installed a whole structure of accountability - when they saw the
accountability that we were placing on the medical staff and we, obviously, could
only do that by the medical staff placing that accountability on themselves, but the
whole dynamic changed when people realized that the docs are engaged in this, as
well.
Finally, a third hospital administrator stated:
It's a competition for them between us and our competitors. We have some very
large well-known institutions that we compete against, and they take great pride
in the fact that we beat them. Our quality is higher than theirs on every external
measure that you have, not by popularity poll, but by CMS data, by The Joint
Commission data, by the refill consortia that accumulates quality data and
publishes it in the local newspapers, we have the top scores.
Barriers. Interestingly, three of the hospital administrators indicated that they
believed that external quality standards serve as barriers to QI. In essence, they see these
standards, which are generally requirements imposed by accrediting organizations and
government agencies, as holding them back because the organization has moved so far
beyond them in terms of quality that they almost have to take a step back just to deal with
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them. As one hospital administrator said, "We're far enough ahead of them that we know
we are taking a step backward just to deal with them, and that's annoying." In other
words, the standards were almost serving to pull them back to the mean of the average
hospital (in terms of quality). One hospital administrator put it like this:
By homogenization of quality measures - which is not a bad thing considering the
variations in care you experience across the country - so there won't be an
improvement for a few years by going to that, but at some point, you'll end up
diminishing the rate of improvement in quality because of the mediocrity of it.
Everyone is going to a mean that doesn't reflect the best practices today.
A different hospital administrator expressed similar concerns:
So by towing the line - and this is the other contradiction in the quality movement
- by doing what you need to do and performing the way they perform for eMS,
you could actually be delivering a lower level of quality then you could if you
were using today's more current measures. So the reimbursement, actually, is
driving a slowdown in quality improvement in some sense.
Another hospital administrator went on to say that many times these standards are not
necessarily about quality; rather, they are about documentation. He said, "At the end of
the day, I'm not sure they demonstrably changed anything other than our documentation.
That's my problem with them." A different hospital administrator stated that he felt that
"you can move your numbers ... that you can improve your numbers almost by gaming the
system."
Interestingly, these barriers seemed to actually "feed" organizational pride in that
the impression the hospital administrators gave was that they almost feel like, "ok,
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impose these standards that make it difficult for us. We will overcome them anyway."
Again, it is almost an "us against them mentality."
Finally, one hospital administrator told a story that epitomizes how QI can
transform an organizational culture. The story was that one of the organizations that
measures quality came to his hospital, analyzed their data, and ultimately presented
awards to some of their physicians for the quality of care that they provided. However,
one group was not recognized:
The doctors were very proud of it. However, the orthopods, they didn't get a
specialty award so they actually - we had the people come back and they
explained [to the orthopods] why they didn't. And they [the orthopods] actually
changed things. It took a couple of years because it takes three years worth of
data. But ever since then they've gotten one because they changed - whatever it
was, I don't remember what it was - because they cared about it. And so all of a
sudden there's a whole spirit of "that's what we're about. t1
Summary. Changing the culture of an organization is not easy. There simply is
not a "one size fits all" quick fix that can transform an organization to one that has a
culture of quality. However, these hospital administrators have managed to cultivate
cultures of quality by setting the vision and direction, communicating that vision over and
over again, getting key people on board, cultivating relationships with clinicians, holding
people accountable for quality, and providing needed resources to ensure that people had
the tools they needed to achieve their goals. In addition, they allowed people to take risks,
and even fail, and they were always honest about their mistakes. That is not to say that it
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is easy or that there are not barriers. In fact, these hospital administrators were quite clear
that they have to fight to break through those barriers on a daily basis.
The findings of this chapter are detailed in Table 5 and the relationships between
these activities and a culture of quality are summarized in Figure 1.
Chapter Summary
This chapter discussed the results of interviews with seven hospital administrators
whose organizations have been recognized as excelling in quality. In the first section,
their overall views on quality improvement, to include their definitions of quality, were
reported. In the second section, their thoughts, feelings, and perceptions on quality were
reported within the context of the five roles and activities that were identified by Bradley
et al. (2003). The next chapter will provide a discussion of these results.
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Table 5
Fostering a OI culture

WbatTheyDo

How They Do It

They are personally engaged in QI
They have a positive relationship with
clinical staff
They provide needed resources
They support QI through organizational
structures

As described in tables 1-4

Are honest and truthful

Admit mistakes
Give their permission to fail as long as
they keep trying

Celebrate success

Adjust expectations

Recognize those who work to achieve
organizational QI goals both formally and
informally
Never accept the status quo-continue to
look for ways to improve and set new
'. goals as needed
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Figure 1
Relationship between leader activities and quality culture

Personal Engagement
Set DirectionIVision
Demonstrate Commitment to Quality

D

Positive Relationship with
Clinicians
IdentifY/Support Physician Champion
Get Other Physicians on Board

q

Quality Culture

Provision of Resources

¢=J

Prioritize by Importance
Look Beyond Money

D
Support of QJ-Organizational
Structures
Involve Everyone in QI
Hold Everyone Accountable
Provide Incentives
Give Formal Support for QI
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CHAPTER FIVE: DISCUSSION
Introduction
This chapter will discuss the results of this study within the context of the findings
of the literature review and the research questions. Bradley et al. (2003) identified five
common roles and actions of management's involvement in, and support of, QI activities.
These roles include engagement in QI activities, developing positive relationships with
clinical staff, promoting a culture of quality, providing support for QI in the
organizational structure, and ensuring adequate resources are provided. However, a
review of the literature identified a gap in the literature related to how hospital
administrators do these things. Thus, the purpose of this study is to fill this gap through
an examination of hospital administrators' perceptions, ideas, strategies, and activities
with regard to their roles in QI and within the context of the five roles identified by
Bradley et al. (2003).
However, if the five roles identified by Bradley et al. (2003) are to be used as the
basis for this study, it was recognized that the first question that must be answered is
whether the participants in this study are, in fact, implementing and performing those
roles. Thus, the interview questions were structured in such a way that the questions that
dealt directly with the five roles could stand on their own if needed. In other words, if
this study found that the participants were not assuming one or more of the five roles, this
would be noted and discussed but the study could still proceed. This turned out to be
unnecessary as the results of this study clearly indicate the participants are performing all
of these five roles.
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Therefore, the primary focus of this discussion will be on how the findings of this
study relate to the five roles identified by Bradley et ai. (2003) as well as how they relate
to findings of the literature review. Further, as the results of this study were considered, it
became evident that the "hows" of the five roles seem to fit in nicely with Kotter's eight
stage process of creating major change (1996). Thus, this relationship will be examined
as well.
After discussing the results within the context of the research questions and the
literature review (to include the findings of Bradley et aI., 2003 and Kotter, 1996), this
chapter will conclude by identifying implications for practicing hospital administrators,
potential areas for further research, and conclusions that can be drawn from this study.
Finally, Table 6 (below) will summarize the overall results of this study.
Discussion
General Views on Quality
In responding to these general questions regarding their perceptions of their
organizations' performance with regard to quality and how their organizations might
differ from others in this regard, the hospital administrators all demonstrated that they
were actively engaged and dedicated to improving the quality of their organizations. In
fact, they felt that it was their focus on QI that helped them to stand out from their peers.
An interesting finding was that all of the hospital administrators had similar
definitions regarding the meaning of "quality." This is important in that it indicates that
when they say they are working toward improving quality, they are all working toward
the same goals, albeit in different organizations. In all cases, this was the goal of
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providing quality care for the patient. Thus, when they speak ofQI, they are all ultimately
talking about the same thing.
Research Questions
The first research question was: What are hospital administrators in organizations
that achieve excellence in quality care doing that enables them to contribute to the
improvement and attainment of quality care in their organizations?
For the purposes of this study, this research question has two parts: First, the
question as to whether these hospital administrators, are, in fact following the framework
of Bradley et al. (2003) needed to be answered. As was noted in the previous paragraph,
the results indicate that these hospital administrators are personally engaged in QI
activities, they have developed positive relationships with clinical staff, they do promote
a culture of quality, they do provide support for QI in the organizational structure, and
they do ensure that adequate resources are provided.
The second part of this question related to the overall research question involves
identifying "how" they do these things. As has been stated previously, this is the primary
purpose of this study and it will be the primary focus of this discussion. Therefore, the
following discussion of these five roles are organized as "should", where "should"
involves the findings of the literature review, and "how", where "how" discusses the
findings of this study.
Personal Engagement
Should. Researchers such as Wiener et al. (1997) found that the involvement of
senior leaders in QI efforts had a positive impact on clinical involvement and Vaughn et
al. (2006) found that hospitals perform better in terms of quality when the hospital
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administrator is identified by others as the person who has the greatest inlpact on QI. In
addition, LeBrasseur et al. (2002) found a positive correlation between the success ofQI
programs and hospital administrator involvement and leadership. Thus, it is clear that the
direct involvement of hospital administrators helps to improve the performance of their
organizations with regard to quality and, as was discussed previously, their involvement
should include the roles and activities identified by Bradley et al. (2003).
How. When the hospital administrators were asked questions related to how they
are personally engaged in QI, two primary themes emerged. First, the hospital
administrators indicated that they are the persons who are primarily responsible for
setting the direction and vision of the organization. They stated that they do so by
formalizing the vision in writing and by communicating it through both written and
verbal communication. Second, the hospital administrators indicated that they make a
concerted effort to demonstrate a commitment to QI. In their responses to this question,
they made it clear that they considered this a key element in their success. In fact, they
stated that it is the focus of the majority of their conversations regarding organizational
performance. As simple as it sounds, the hospital administrators indicated that, over time,
focusing on quality and talking about it extensively has the effect of proving that they are
committed to it.
In addition, the hospital administrators stated that they are also actively involved
in committees and teams, they focus on finding solutions to "real" problems, and they
truly believe that ensuring the organization is providing quality care is the most important
aspect of their job.
Developing a Positive Relationship with Clinical Staff
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Should. Involvement of clinical staff in QI efforts is a key task for healthcare
leaders who wish to improve quality within their organization (Advisory Commission on
Health Consumer Protection and Quality in the Health Care Industry, 1998) (Advisory
Commission on Health Consumer Protection and Quality in the Health Care Industry,
1998). In fact, their involvement is so important that Ham (in Siriwardena, 2006) states
that the clinical provider has the most power to make or break change efforts in the
hospital.
LeBrasseur et ale (2002) noted that, due to their scientific backgrounds, physicians
are often skeptical and distrustful of hospital motives. This can create a situation where
they are hesitant to participate in QI efforts unless they have concrete data that indicate
change is necessary (Weiner et aI., 1997). Thus, given the importance of their role, the
question is how to overcome this skepticism.
Weiner et al (1997) addressed this question when they noted that physicians are
more likely to believe in a change effort when senior management leads by example
(Weiner et aI., 1997). In short, the physicians want to know that the hospital administrator
is committed to organizational change before they commit to it themselves. Finally,
Weiner et al. (1997) also found that physicians felt it was important to have a physician
quality champion.
How. It is interesting to note that Weiner et ai. (1997) found that physicians are
much more likely to believe in a change effort when they see that the hospital
administrator is committed to it and that they also relate to personal engagement as was
discussed in the previous section. In short, the findings of this study that were discussed
in the previous section have a direct bearing on the findings of Weiner et ai. (1997) in
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that the hospital administrators indicated that they set the direction and vision and
demonstrate commitment to QI in several ways. Thus, it appears that the personal
engagement of these hospital administrators can have an impact on their relationship with
clinical staff.
This study found that the hospital administrators recognized the importance of
having a physician champion for quality. In fact, all but one of the participants indicated
that they had a physician champion with whom they worked very closely. As they
described their relationships with this person, they often described him or her as a
"friend." Their responses also indicated that they believed that it is important that the
physician champion be a like-minded individual, that he or she be given formal authority,
and that he or she be respected among their peers.
In addition, the hospital administrators felt that it was important that they are able
to gain active participation by the other physicians as well. Obviously, having a physician
champion aids in this process but they also felt that it was important to have a "patient
first" focus because it helps them to "speak" the same language as the physician. It is
important to note that they all indicated that they really believed that the patient had to
come first.
They also spoke extensively about being honest and earning the trust of the
physicians. In fact, they stated that they felt that honesty and trust were absolute
necessities and without them, failure is likely. When they spoke of being honest about the
need for QI, they noted that this is not something that they could fake; they had to truly
believe in it.
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Finally, the hospital administrators confirmed the findings of LeBrasseur et al.
(2002) with regard to the importance of having good data when dealing with physicians.
In fact, all of the hospital administrators stated that they recognized the physicians were
scientists and were therefore data-driven and they felt that it was was an absolute
necessity that the data be "right."
Support of 01 with Organizational Structures
Should. The literature indicates that all levels of the organzation must be
involved in QI efforts if they are to be successful. In addition, Gautam (2005) states that
the quality leader should hold a high rank within the organization, such as director or vice
president, and should report directly to the hospital administrator. Barr et al. (2006) found
that leaders felt that it was important that the organizational structure put the
responsibility of QI in each department. However, they also made it clear that for this to
be effective, it must be apparent to employees that the results would reach senior
management, thereby demonstrating commitment to QI. Finally, Bradley et al. (2003)
found that it is important for quality improvement teams to be multidisciplinary in nature.
Each team should include representatives from all of the disciplines that provide care
within the realm of the area being studied.
It should also be noted that it is advantageous for senior executives to be members
of, or at least involved with, these teams. Their presence would clearly indicate that QI is
a priority for everyone in the organization, to include the most senior executives.
How. The results of this study indicate that these hospital administrators (with one
exception) have a physician champion for quality who leads their quality efforts. In
addition, this person holds the rank of Vice President in their organizations and reports
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directly to the hospital administrator. They further indicate that their boards are actively
involved in QI. SO much so, in fact, that discussion of quality issues often comprises the
majority of time spent in board meetings.
When it comes to QI activities, all levels of their organizations are connected in
that QI reports are seen by all levels of leadership. In fact, one hospital administrator
indicated that, by the time a quality report reaches the board, the hospital administrator
has heard the results three times.
Finally, the hospital administrators indicated that all of the members of their
organizations are held accountable for QI, including physicians and exectutives. They
indicated that they accomplished this through formal performance mechanisms such as
tying compensation to quality goals and ensuring that supervisors address deficiencies in
performace as it relates to QI. It should be noted that the hospital administrators stated
that this extends through all levels of management.
Provision of resources
Should. Atkins & Cole (2005, p. 11) found that "competing priorities for scarce
resources where patient safety is not considered a top priority" and "inadequate staffing
and work overloads" are significant barriers to QI in healthcare organizations. Barr et al.
(2006) found that senior hospital leaders felt that insufficient funding for infrastructure
and staffing were also significant barriers to QI. Bradley et al. (2003) found that hospital
administrators felt that limited resources makes it difficult for them to prioritize some of
the projects that would be likely to result in significant improvements.
How. Interestingly, the participants in this study did not voice concerns regarding
adequate staffing other than to say that it is important. It is unclear as to whether this was
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because they were not concerned about it in general, which is unlikely, or whether it was
because they were not concerned about it because their current staffing levels meet their
needs. There is also the possibility that the inexperience of the interviewer played a role
in this in that an interviewer with more experience may have asked additional questions
on this topic.
That is not to say that they were not concerned with resources; rather they all
indicated that they had limited resources. They indicated that were able to overcome this
limitation by prioritizing QI projects and that those that have a direct impact on their
organizational strategy always have priority. In addition, they indicated that they
recognize that they need the tools information technology can provide but that they were
judicious in how they chose these systems.
Finally, the hospital administrators indicated that they feel that there are times
when they simply have to look beyond money. They noted that they are aware that there
are times when they cannot quantify a ROI and there are times when they have to see cost
or error avoidance as an ROI. Most importantly, they indicated that there are some things
that are so important from the standpoint of providing quality care that they simply have
to provide the resources regardless of cost.
Fostering a 01 Culture
Should. One of the interesting findings of this study was that the first four roles
identified by Bradley et al. (2003) seemed to playa direct role in fostering a QI culture.
In short, being personally engaged in QI, having positive relationships with clinical staff,
providing needed resources, and supporting QI with organizatonal structures seems to
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have a direct impact on promoting a QI culture. Ultimately, the responses of the hospital
administrators indicated that all of these things contributed to a transformed culture.
It is also interesting to compare the actions of these hospital administrators with
the work of Kotter (1996). He identified an eight-stage process of creating major change
that ultimately changes the culture of the organization that included the following: 1)
Establishing a sense of urgency; 2) Creating a guiding coalition; 3) Developing a vision
and strategy; 4) Communicating the change vision; 5) Empowering employees for broadbased action; 6) Generating short-term wins; 7) Consolidating change and producing
more change; 8) Anchoring new approaches in the culture.
The findings of this study may mesh well with several of Kotter's 8-stages. For
example, the finding that these hospital administrators set the direction and vision of
their organization and that they demonstrate a commitment to quality may be directly
related to Kotter's recommendation that leaders need to establish a sense of urgency,
develop a vision and a strategy, communicate the change vision, and generate short-term
wins. In addition, by identifying a physician champion for quality, getting other clinicians
and senior exectutives involved in QI, the hospital administrator could be viewed as
creating a guiding coaliton. By providing needed resources and having organizational
structures that promote quality, the hospital administrator may be empowering employees
for broad-based action through the removal of organizational barriers. Finally, by
celebrating successes while simultaneously adjusting expectations upward, the hospital
administrators could be viewed as generating short-term wins and consolidating change
while producing more change.
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In summary, when the findings of this study are reviewed and cOlnpared to the
eight stages above, it appears that there may be a relationship that merits further research.
How. As was discussed previously, all of the previous roles and activities
contribute to developing and fostering a quality culture. The hospital administrators also
noted that being honest and truthful had a direct impact on the culture of the organization
in that they served to develop a sense of trust that everyone is working toward the same
goals. The hospital administrators noted that being honest included admitting their
mistakes and creating a sense that it is okay to fail as long as you keep trying.
The hospital adminstrators felt that this had the effect of generating a kind of
organizational excitement. The members of the organization seemed to rally around the
notion that they are doing something that very few organizations are able to do; that is, to
create a quality organization. The hospital adminstrators felt that this excitement allowed
them to continue to adjust expectations regarding quality goals "upward" and, because
the members of the organization are truly challenged and excited about what they are
doing, "bum out" is rarely an issue.
Barriers
The second research question was: What barriers have they faced, and if they
have overcome them, how have they done so? In a sense, all of the roles and activities
that were identified by hospital administrators are barriers that needed to be overcome.
For example, a key barrier relates to their ability to get other physicians on board with
regard to support for QI. In this case, as is identified in table 5 above as "How They Do
It", the hospital administrators were able to overcome that barrier by putting the patient
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first, being honest and earning the trust of physicians, and by providing them with "good"
data.
The hospital administrators also noted that another key barrier exists in the form
of mandatory standardized quality standards. The hospital administrators felt that,
because their organizations had surpassed these standards, the standards had the effect of
pulling their organization back toward mediocrity. When asked how they are able to
overcome that barrier, the hospital administrators indicated that they did so through sheer
organizational will.
Implications and Recommendations
The goal of this study was to add to the body of knowledge by providing a greater
depth of understanding of the role of hospital administrators in QI. The results of this
study yielded practical tools and techniques that hospital administrators feel have
contributed to their success in terms of creating organizations that are committed to
continuous QI. While the transferability of these results may be limited (as discussed
below), hospital administrators who desire to work toward improving quality within their
organizations may be able to use these findings to assist them in this process.
Study Limitations and Future Research
Limitations. The first limitation is that the depth of the interviews was limited by
the researcher's inexperience in conducting interviews and the inherent limitations of a
telephone interview. It is possible that face-to-face interviews may have resulted in nonverbal cues that prompted additional questions.
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The study was limited to the hospital administrators of hospitals that have been
recognized as excelling in quality. It is possible, although unlikely, that these
organizations excelled despite having little involvement by the hospital administrator.
This study was limited in its scope and there may very well be leaders of other
exemplary organizations who did not agree to participate and who may have views that
differ from those who did agree to participate.
All of the participants were male and it is possible that female hospital
administrators could have views that differ from their male counterparts. In addition, the
number of participants was small and was bounded to specific geographic locations and
findings from this group of participants may differ from those of other successful
organizations in a different geographic location.
Finally, this research was limited to the perspectives of hospital administrators
about their roles and activities with regard to QI. Physician leaders and hospital quality
executives may have opinions on QI that differ from those of hospital administrators.
Areas for further research. This study provides findings for developing potential
theoretical strategies for leading a healthcare organization on the path to providing
exemplary delivery of care. Additional research might include a similar study from a
different geographic area. In addition, the findings of this study have not been tested
quantitatively and a quantitative study of a much larger sample would be a logical
continuation of this exploration of hospital administrators' perceptions of their roles in
quality improvement.
This research also yielded findings that suggest further areas of study. First, the
participants indicated that mandatory standardized quality standards may serve as a
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barrier to continued improvement in that they sap resources that these organizations could
be using to further their quality goals.
Second, while several of the informants indicated that they tie compensation
mechanisms to quality goals, one informant stated that he believed doing so might have a
negative impact on trust. His reason for this was that he believed that having these
mechanisms in place had the potential for stakeholders to question motives as they relate
to QI. Thus, an exploration of the relationship between trust and compensation
mechanisms that are tied to quality goals may be of interest to researchers.
Third, none of the infonnants indicated that staffing issues played a major role in
their ability to be successful in QI. However, it was not clear whether this was because
they had adequate staffing and therefore did not perceive it as a problem or whether it
was because they did not believe staffing plays a major role in QI.
Fourth, the responses of the informants indicated that they have a strong belief in
the importance of QI and that this belief may playa role in their ability to demonstrate
commitment to quality goals. Thus, an exploration of the relationship between the
hospital administrator's belief in the importance of quality and their ability to
demonstrate their commitment to it may be warranted.
Finally, as was noted previously, there may be a relationship between these
findings and Kotter's (1996) Eight Stages of Creating Major Change. A further
exploration of this relationship might be also used as the basis for additional study.
Conclusion
While the literature identifies what hospital administrators should be doing with
regard to their role in QI, there is little in the literature that explains how they do these
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things. Thus, this study sought to partially address a gap in the literature through an
examination of the perceptions, ideas, strategies, and activities of hospital administrators
with regard to their roles in QI within hospitals that have excelled in QI.
The results indicate that these hospital administrators identified numerous roles
and strategies that they have used to lead their organizations toward providing superior
quality of care. While additional research is warranted, the results do provide a solid
theoretical basis that can be used by both practicing hospital administrators and
researchers who seek to broaden the body of knowledge on this topic.
In speaking with these hospital administrators, it became clear that Q I is not about
meeting standards. In fact, as was noted previously, three expressed frustration that these
standards hold them back. For them, it is about breaking down barriers, exceeding those
standards, and moving beyond what is expected to create an organization that has a
positive impact in people's lives. It is about doing the right thing for the patient, it is
about the greater good, it is about reaching for a goal and working to achieve it, and it is
about doing something more than just running a business.
In their quest to transform their organizations, these hospital administrators have
managed to create organizations that can truly be described as being dedicated to quality.
They are leaders in this regard and the tips and techniques that they have identified as
being helpful to them in accomplishing this difficult task may ultimately be used by other
hospital administrators who seek to improve the quality of care that is provided in their
organizations.
Table 6
Hospital Administrators' Perceptions Regarding Their Role in QI: Summary of Results
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Five Roles and Actions of Leaders
Involvement in QI
Demonstrate Personal Engagement in QI

What Hospital Administrators Do
Set the Direction and Vision

Demonstrate Commitment to Quality

Develop a Positive Relationship with
Clinical Staff

Identify and support a physician
champion

Get the other physicians on board

P"jori~~~ ~y ~rnportaf1ce-keep tJ1e

organization focused

look beyond money

Support QI Activities with Organizational
Structures

Involve everyone in QI

. Hold everyone accountable

Incentives
FQrmal support for QI

Foster a QJ Culture

How They Do It
They fonnalize it in writing
They communicate it both verbally and
in writing
They focus on it and talk about QI-a lot
They are actively involved in committees
and teams-sometimes as leaders,
sometimes as members
They keep it real
They really believe
They are always out there-walking and
talking
Identify a like-minded physician who is
respected among his/her peers
Give him/her fonnal authority
Collaborate and partner with him/her
Speak their language: patient first
Be honest and earn their trust
Use good data
Priorftize QI go~ls based uPc.o
organizational strategy and goals
Identify and provide needed training
Identify and procure necessary IT tools
Recognize that you cannot always
identify a ROI
Recognize that cost avoidance is ROI but
is difficult to quantify
Make sure the board is focused and
actively involved in QI-they teach and
aim the board toward QI
Make sure all levels of leadership are
actively involved in QI-they require it
They have reporting procedures In place
to ensure that all levels of the
organization are focusing on QI
Some hospitals tie compensation to
quality goals-down to the director level
Person responsible for quality holds a
high-level poSition within the
organization

They are personally engaged in OJ,
They have a positive relationship with
clinical staff
They provide needed resources
They supp.o rt OJ through organizational
structures

All of the above

Be honest and truthful

Admit mistakes
Give their permission to fail as long as
everyone continues to try
Recognize those who work to achieve
organizational QI goals both formally
and informally
Never accept the status quo-continue to
look for ways to improve and set new
goals as needed

Celebrate success

Adjust expectations
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APPENDIX A: TEXT OF INVITATION LETTER

Dear - - - - -

As the chief executive officer of a high performing health care organization, you
are invited to participate in an important research study being conducted to explore the
role of hospital administrators in QI initiatives. Hospital administrators are increasingly
being expected to not only ensure quality within their organizations, but to actively
participate in these processes as well. However, while the literature addresses what
leaders should be doing in this regard, there is very little that explains how they are
involved in quality, especially given the multitude of pressures and issues that these
leaders face on a daily basis.
That is where you come in. As your organization has been recognized as excelling
in quality, I believe your insights, thoughts, experiences, opinions, and perceptions could
be very valuable to those leaders who may be struggling to find their way in a role that
may be quite new to them. In an effort to gain a depth of understanding as to how you
(and other successful hospital administrators) have been able to integrate this role into a
job that is already difficult, I will be conducting interviews (via telephone) and I would
be honored if you would consider being one of the participants.
I realize you are quite busy and the demands upon your time are significant.
However, because I am limiting my sample to those hospital administrators in a specific
geographic and who have demonstrated success in terms of quality, my total potential
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sample is fairly small. Thus, I would be very appreciative if you could find the time to
assist me in this endeavor and I will be most willing to work around your schedule.
This study is being conducted with Institutional Review Board approval as a part
of the degree requirements for a Doctor of Health Administration and Leadership from
the Medical University of South Carolina. I expect to conduct these interviews during the
month of August and I expect each interview to last approximately 45 minutes. Please be
assured that I will maintain complete confidentiality and that I will use no identifying
information in the final product. Additional information will be provided should you
agree to participate.
If you are willing and able to participate, you can inform me of this in one of two
ways:
Send an email to benfbrown@hotmaiLcom
Check this box, include your email address and/or phone number, and return this letter to
me using the enclosed self-addressed and stamped envelope.

o

I am willing to participate in this study. I can be contacted via email at

_ _ _ _ _ _ _ _ _ _ _ _ or by phone at _ _ _ _ _ _ __

In closing, I would like to thank you in advance for assisting me with this very
important study. If you have any questions or concerns, please feel free to contact me via
email (above) or by phone at 301-518-9249.
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APPENDIX B: THANK-YOU LETTER
Dear - - - I want to take a moment to thank you for participating in my study of "Hospital
Administrators Perceptions Regarding Their Role in Quality Improvement." As the chief
executive officer of a high performing health care organization, I believe your insights,
thoughts, experiences, opinions, and perceptions are key to the success of this study and
to those who seek to improve quality within their organizations. I greatly appreciate your
honesty and candor during the interview process.
As a reminder, this study is being conducted with Institutional Review Board
approval as a part of the degree requirements for a Doctor of Health Administration and
Leadership from the Medical University of South Carolina. Your responses to the
interview questions will remain completely confidential and no identifying information
will be included in the final product.
Again, thank you for taking time out of your busy schedule to assist me in this
endeavor.
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APPENDIX C: INTERVIEW GUIDE

1. Can you tell me about some of the successes your organization has had in
improving quality?
2. What do you think your organization has done differently that has contributed to
your success?
3. How do you (personally) define quality?
4. What kind of pressures do you feel with regard to improving quality within your
facility?
a. From the outside (government agencies, consumers, transparency, media)
b. From the inside (board, physicians, employees, within yourself)
5. In your view, has the role of the hospital administrator with regard to quality
improvement changed or evolved over the years, and if so, how? How do you
now see your role? How prepared do you think you were/are to assume this role?
6. How have you become personally engaged in quality improvement activities?
Prompts
a. Do you feel personally committed? If so, how do you demonstrate those
feelings?
b. Do you participate on teams? If so, what role do you play?
c. Do you include quality or QI as a key component in your vision? If so,
how do you "prove" to the organization that you are committed to that
vision?
d. What barriers have you faced?

123
7. Have you been able to develop positive relationships with the clinical staff? If so,
what are some of the things you have done to foster those relationships?
Prompts
a. Do you have a physician quality champion (or champions)? If so, how did
you identify and recruit this person?
b. How would you describe the nature of your relationship with this person
(friend, acquaintance, etc)? What do you do to cultivate or maintain that
relationship?
c. How do you assist this person in staying "out front" in terms of serving as
a physician champion of quality?
d. Where does this person sit within the organization? Does he or she have
formal authority, informal authority, or both?
e. If the organization does not have a physician champion: How have you
managed to overcome the barriers inherent in not having a physician
champion?
f.

What other barriers have you faced?

8. Have you made an effort to foster a culture of quality within the organization?
How do you do this? Are there specific things that you do or say?
Prompts
a. How do you establish a sense of urgency? Once you do, how do you
maintain it without burning people out?
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b. Is risk-taking important? If so, how do you empower people to take risks
without the fear of failure or blame?
c. Was there a key event or impetus that led the hospital to prioritize QI? If
so, what was the nature of the event?
9. Does your organizational structure support your quality initiatives? If so, how?
Prompts
a.

How are supervisors held accountable for quality improvement?

b. Are your quality improvement teams multidisciplinary? If so, what impact
do you feel this has on the performance of the teams?
c. Do your other senior executives participate? If so, what is their role and
how do you feel it impacts the performance of the team?
10. How do you ensure that adequate resources are provided for quality improvement
activities?
Prompts
a. What resources do you consider imperative for quality improvement
activities?
b. How do you prioritize these given limited resources?

11. As you have personally focused on quality improvement, what are some of the

barriers that you have faced? Have you managed to overcome them, and if so,
how? What is left for you to do?

